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SELF-CONCEPT, HEALTHCARE, AND LEADERSHIP:  
UNDERSTANDING THE LIVED EXPERIENCES OF PHYSICIAN LEADERS IN URBAN 
COMMUNITY HEALTHCARE CENTERS 
 
Eric James Charlton 
Graduate School of Leadership & Change 
Antioch University 
Yellow Springs, OH 
 
Reducing disparities in health services delivery and outcomes is a continued challenge. The 
consistence of healthcare disparities, despite advances in medical technology and increased 
awareness of the problem, poses an ongoing test to the nation. There is a growing body of work 
that demonstrates providing access to good primary care may be the most effective intervention 
at hand. For over 40 years, community health centers have been providing quality, 
comprehensive primary care focusing on reducing health outcome disparities. Increased 
awareness is now emphasizing primary care elimination of health disparities within 
disadvantaged, underserved populations. A major failing of the system that delivers healthcare to 
the urban poor is the dearth of appropriate health care providers. The overarching research 
question that my study addressed is: How do physicians, who lead in urban community health 
centers, make meaning of their self-concept and identity in their leadership? The research 
represented by this dissertation adds to the domain of healthcare leadership because what is 
needed to transform the landscape of healthcare begins with understanding the “being” aspect of 
a human being. This study focuses on eight physicians who work in urban community health 





their meaning making of self and identity. Key findings for understanding motivations, lived 
backgrounds, career decisions, and/or other rewards that might influence physicians in UCHCs 
are well established. This qualitative study also represents a unique opportunity to showcase how 
physician leaders make meaning of self during a pandemic, as well as significant findings of how 
UCHC physicians are leading in practice for social change. This dissertation is available in open 
access at AURA (https://aura.antioch.edu) and OhioLINK ETD Center (https://etd.ohiolink.edu). 
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Life is not primarily a quest for pleasure, as Freud believed, or a quest for power, as 
Alfred Adler taught, but a quest for meaning. The greatest task for any person is to find 
meaning in his or her life (Frankl, 1959/2006, p. x).  
My life has been a journey of self-discovery and meaning-making. A journey defined by 
early loss, discipline in attaining an education and career respect, transitioning careers, surviving 
a tornado, and finally finding peace. I lost my father at six years of age. This was a devastating 
time, not only for myself, but also for my whole family. My father was an accomplished person 
who obtained a bachelor’s degree in computer science in the late 1970s. I felt an enormous 
pressure to live up to his success regardless of our family’s lack of financial resources. 
As I reflect on my life, the loss of my father would be the impetus for my self-discovery. 
I often wondered where I fit in and how I would navigate life choices without a father figure. “It 
may be that children with surviving parents take their social cues from the behaviors and 
attitudes of their parents, while those who have been deprived of a parent are stimulated (or feel 
pressured) to formulate their precepts and practices in the social and moral domains” (Gardner, 
1995, p. 32). Gardner (1995) stated that leaders have often lost fathers at a young age. 
         During the time of putting together the methodology portion of my research, my family 
experienced a life-altering event. A tornado damaged our home, causing my family to scramble 
and gather all our possessions in a matter of moments. Over three months, my family moved 
from our home to a hotel, then finally to an apartment. My original home office transitioned to a 
box in the trunk of my car, which had all my research articles, books, and other office materials. 
I had to maneuver through constant shifts in mental perspectives between talking to our 
insurance agent and mortgage company, preparing to teach courses for the upcoming fall 




         I lost momentum, as expected over this period, but I gained perspective. With the help of 
my immediate family and loved ones, I realized that life is precious; I have a network of 
colleagues and friends who truly care about my family and me, and that my research is not “a 
means to an end,” but a foundational platform for the rest of my life. 
  The seminal work of Vaill (1996), Learning as a Way of Being, reinforced my early 
research ontology: 
In the phrase “learning as a way of being,” “being” refers to the whole  
person-to-something that goes on all the time and that extends into all aspects of life; it 
means all of our levels of awareness and, indeed, must include our unconscious minds. 
(p. 43) 
I began my initial research inquiry by asking, “What makes good leadership?”, but soon 
realized that this was too broad of a topic. My search for a more focused research topic coincided 
with a five-day healthcare field experience in Cuba. 
The Cuban experience was deeply personal, as it harkened back to my adolescent 
fascination of Cuban revolutionary leaders. The precursory events of the mid-1990s, such as the 
brutal police attack of Los Angeles civilian Rodney King, the O.J. Simpson murder trial, and the 
Million Man March, contributed to my desire to discover a different world than the one that I 
was currently witnessing. 
The frustration and anger that I felt during those formative years led me to investigate 
controversial figures like the Black Panther Party, Che Guevara, and Fidel Castro. I gravitated 
toward these factions because I was rebellious, angry, and alarmed at what was happening 
around me. I bought a Che Guevara T-shirt as a way of exhibiting my awareness of the political 




brought an open-mindedness and desire to understand the experiences of healthcare leaders in a 
system of socialized medicine—one dramatically different from the United States. 
Relevant reviewed research of Cuba’s healthcare system included elements of their 
economic, sociocultural, and political dimensions. Considering my weeklong observation of 
various aspects of the Cuban healthcare system, I found the people and culture to be 
enlightening. I respect the Cuban healthcare system, their views on internationalism and the 
collective, and the contextualized lens in which they structure their healthcare. The observations 
in Cuba led me to conceptualize culture in one’s self-concept.  
Throughout my professional career, I have often wondered about who I was. Early on, I 
identified with a career role, thinking that the right position would automatically garner the 
respect of a leader. I obtained degrees with this notion in mind, with the goal of utilizing what I 
had learned. As I matured in my leadership journey, however, I learned that my identity as a 
person has influenced my leadership much more than what any leadership program ever had. I 
have worked in organizations that stressed “leave yourself at the door,” as the goals of the 
organization superseded personal interests. Suchman et al. (2011) correlated this experience, 
stating: 
Becoming a professional in healthcare has too often meant creating and abiding a 
division between one’s soul and role, living in a world where showing one’s heart is 
considered unprofessional and “leaving one’s self at the door” is both expected and 
explicitly taught. (p. 302) 
While I do not begrudge this concept, I also believe that over time the meaning of one’s 
healthcare leadership can diminish. Additionally, the loss, impoverishment, or absence of the 




generate great despair, as sometimes manifested during, for example, job loss or divorce (Palus, 
1991). It is this temporality that creates dissonance between who I think that I am, who the 
organization wants me to be, and ultimately, who I want to become. 
The famous quote from French philosopher Voltaire, “perfection is the enemy of the 
good,” has been very relevant throughout my life. As a young person who stuttered, I felt that I 
had to be perfect in other areas of my life. Whether dressing the part or behaving in a manner 
consistent with good character, I did not want to be defined as “less than.”  
Merriam-Webster (n.d.) define “context” as, “the interrelated conditions in which 
something exists or occurs” (p. 270). As I reflect on my leadership journey, I am proud of my 
increased awareness of who I am in the context of healthcare. Interrelatedness gets lost in the 
everyday course of our actions, creating the psychological space for meaning making to happen. 
I can relate to this because I often attempt to understand the meaning of current leadership 
theories and strategies. “Leadership is understood as not just a role or position but brings with it 
an assemblage of internal and external pressures on identity, including particular templates of 
what good leadership will look like in different contexts” (Sinclair, 2016, p. 56). 
The problems we are facing are not merely economic, political, or technological, but are 
reflections of the emotional, moral, and spiritual state of contemporary humanity. As suggested 
by Walsh and Vaughan (1993), “Among the most destructive aspects of the human psyche are 
malignant aggression and insatiable acquisitiveness” (p. 251). 
The ego can play tricks on an individual, making one feel inadequate. The norms of many 
organizational cultures are that ego drives who will be noticed, acknowledged, or succeeds. 




people’s selves get fused with solutions, feeling it’s their role in life to fight and win battles, and 
that they have no choice” (p. 64). 
  Tolle (2005) stated, “In addition to being conscious of things—which always comes 
down to sense perceptions, thoughts, and emotions—there is an undercurrent of darkness” (p. 
228). I believe that leadership has a “Being,” not just a “doing.” Being, in this respect, refers to 
leadership having an aliveness, or natural essence. Leadership is not just a set of tasks or 
objectives, nor is it firmly correlated to a managerial title. “Reflection-in-action occurs at the 
moment, for example, when we notice that we are repeating a pattern of reaction that derives 
from history” (Sinclair, 2016, p. 56). 
The evolution of consciousness is a purpose so far removed from the daily life-worlds of 
most people in the West that it could almost go unacknowledged. “Our cultural conditioning has 
rendered us perceptually deaf to our own higher human possibilities even though Western culture 
provides a more fertile ground for exploring these potentials than perhaps any in history” (Walsh 
& Vaughan, 1993, p. 249). 
I am no longer bound to the objective consciousness of things, accomplishments, and 
possessions, as my life experiences have made me evolve. I am more than my race, religion, and 
profession. There is a consciousness of leadership that I cherish, the unrestrained element that 
drives personal meaning. This meaning is what creates balance in my life, and I now try to limit 
the mental clutter of things that I deem unnecessary. If this means having my leadership 
opportunities limited in the future, I am perfectly fine with this. I try to teach my students 
elements of the following quote: 
“The moral test of a society is how that society treats those who are in the dawn of life—




shadow of life—the sick, the needy, and the handicapped” (Hubert H. Humphrey, as cited 
in Walsh & Vaughan, 1993, p. 42). 
“Life is occupied both in perpetuating itself and in surpassing itself; if all it does is 
maintain itself, then living is only not dying” (Simone de Beauvoir, as cited in Walsh & 
Vaughan, 1993, p. 248). Being a healthcare leader is truly an honor, as being able to help impact 
others’ health is serious. In my current role as a college professor, I attempt to instill a sense of 
purpose in my students. One of my core philosophies is to help others develop a deep sense of 
love for their work. 
         Another favorite quote is one in which Dyer (2010) stated, “Surrendering the little mind 
to the big mind” (p. 71). This quote means to me that there must be a purpose to my position, my 
career, and to humanity at large. The purpose is often what drives creativity, motivation, and 
kindness to others’ thinking, culture, and overall way of life.  “Wealth, status, and power have 
become in our culture all too powerful symbols of happiness” (Csikszentmihalyi, 1990, p. 16). It 
is very hard to step out of these perceived goals and capture the essential elements of making 
meaning of one’s leadership. The increased demands on leaders’ time, resources, and energy 
toward their job duties can shift priorities, over time. In the healthcare industry, we treat patients 
who are ill, in hopes of getting them well. Healthcare leaders also have a responsibility to stay 




CHAPTER I: INTRODUCTION 
The United States healthcare system has shifted dramatically over the last decade, from 
new payment models to publicly reported quality metrics (Dyrbye et al., 2017). Because of these 
changes, healthcare leaders have experienced tremendous pressure to live up to these standards. 
During my twenty-plus year career in healthcare, I have had several managers and 
directors operate and execute their roles under the pretense of individual rewards, such as 
bonuses and/or promotions. Today’s health care organizations place emphasis on performance 
targets to create a unity of thought, excluding alternative values and/or objectives (Learmonth, 
2003). Leaders should be able to adapt to different situations based on their own experience of 
leadership, not one dictated by their organizations. 
Gardner (1995) viewed leadership as a sense of judgment: 
It is judgment as to what is relevant and how to do things. The result is either people 
oversimplify, or they lean the other way, rather technocratic. So, the person who can 
strike the right balance between the sense of complexity and the sense of judgment is 
increasingly rare, and that is a problem it seems to me in every society. (p. 301) 
         The external pressures of the current healthcare climate can have a crippling effect on the 
healthcare leader’s psyche. The need to be perfect, correct, and accountable for every decision 
made has led, to some degree, an unfulfilled pleasure and enjoyment. Jackall (1988, as cited in 
Ladkin, 2015) cited: 
What is right in the corporation is not what is right in a man’s home or his church. What 
is right in the corporation is what the guy above you wants from you. That’s what 
morality is in the corporation. (p. 4) 
Healthcare leadership is at a critical inflection point, as the goal of “perfection” has 




leadership as it creates a one-size-fits-all mentality. A culture that does not allow for alternative 
thought processes is considered an obstacle to developing knowledge sharing, process, and 
efficiency in healthcare (Y. M. Kim et al., 2012). In today’s healthcare climate, one style of 
leadership cannot fit all situations (Obiakor et al., 2010).   
In my current role as a professor, I witness countless students who worry about being 
everything to everyone. The external pressures of needing great academic scores for admittance 
into degree programs have created stressors that are usually self-inflicted. There is a sense of 
unnecessary suffering that is endured because of external standards. Frankl (1959/2006) posited 
that “suffering in and of itself is meaningless; we give our suffering meaning by how we respond 
to it” (p. x). 
Leadership is subjective and multi-faceted, based on one’s perception of what is real, and 
this positioning presents multiple realities. In the words of Rogers (1980):  
• How have my thoughts led me in relation to an objective world of reality? 
• It clearly does not exist in the objects we can see and feel and hold. 
• It does not exist in the technology we admire so greatly. 
• It is not found in the solid earth or the twinkling stars. 
• It does not lie in the solid knowledge of those around us. 
• It is not found in the organizations of customs or rituals of any one culture. 
• It is not even in our own known personal worlds. 
• It must take into account mysterious and currently unfathomable “Separate 




Thus, from Rogers’ perspective, the only reality I can know is the world as I perceive and 
experience it, at the present moment. The only reality that anyone can know is the world as one 
perceives and experiences it at this moment. The only thing for sure is that those perceived 
realities are different. “There are as many ‘real worlds’ as there are people. This creates a most 
burdensome dilemma” (Rogers, 1980, p. 102). Rogers’ grounds his understanding of reality in 
phenomenal field theory (Syngg & Combs, 1949), which posits that all behavior is determined 
by the conscious self. 
The focus of my research is to obtain different perspectives and interpretations of 
physicians’ lived experiences as leaders. My study aimed to collect data from physicians of 
different gender, age, and/or race, depending on sample availability. The overarching research 
question that my study addressed is: How do physicians, who lead in urban community health 
centers (UCHCs), make meaning of their self-concept and identity in their leadership? Within 
this question, the subquestions that exist are: How would they describe their motivation in 
choosing to practice in a public service sector? and: How does their sense of identity evolve in 
leading in an urban community health center? 
Rationale for Study 
Reducing disparities in health services delivery and outcomes is a continued challenge 
(Lemon et al., 2006). The consistence of health care disparities, despite advances in medical 
technology and increased awareness of the problem, poses an ongoing test to the nation. There is 
a growing body of work that demonstrates providing access to good primary care may be the 
most effective intervention at hand (Anderson D.R. & Olayiwola, 2012).  
For over 40 years, community health centers have been providing quality, comprehensive 




emphasizing primary care elimination of health disparities within disadvantaged, underserved 
populations (Anderson D.R. & Olayiwola, 2012). A major failing of the system that delivers 
healthcare to the urban poor is the dearth of appropriate health care providers (Prewitt et al., 
1997). 
The closure of community health centers threatens the trajectory of momentum of closing 
the gap of health access and support services that affect patients of color, and lesbian, gay, 
bisexual, transgender, queer/questioning, intersex and asexuality (LGBTQIA+) communities, 
furthering deteriorating treatment and care. Additionally, the COVID-19 pandemic has left many 
community health centers exposed to decreased funding and less access to vital health services to 
vulnerable populations who need it the most, jeopardizing overall public health.  
         Relying exclusively on managed solutions may lead to stagnant and dysfunctional 
organizations (Lord, 2008). Linear managed solutions, such as Lean Management tools, may not 
be enough to handle the complex nature of the current healthcare climate (Weberg, 2012). 
Instituting incentives, laws, rules, and penalties create leadership dilemmas that technical 
solutions, by itself, may be inadequate. Society can generally fall short in preparing leaders for 
what it takes to tackle very complex challenges.  
Yukl (1998) observed the concept of leadership as follows:  
Always, it seems, the concept of leadership eludes us or turns up in another form to taunt 
us again with its slipperiness and complexity. So, we have invented an endless 
proliferation of terms to deal with it . . . and still, the concept is not sufficiently defined. 
(p. 2) 
Personal exploration creates access to broader ways of being, and to understand what it 




longer adequately inform leader behaviors in healthcare (Andrade et al., 2008). Historically, 
leadership theories were conceived during the industrial era, where reducing variance took 
precedence. These linear leadership models were based on the premise that input applied to any 
system creates an equal output. “A focus on linear systems does not require leadership, it 
requires management” (Weberg, 2010, p. 269). 
Complexity leadership, as espoused by Uhl-Bien et al. (2007), involves providing a 
system in which the behavior of leadership is to foster interaction from within an organization, 
and inject conflict to unearth stability, creating parameters and synergy for conflict change.  
 Authentic leadership development is another field of interest among authors. Luthans and 
Avolio (2003) helped popularize authentic leadership as “a process that draws from both positive 
psychological capacities and a highly developed organizational context, which results in both 
greater self-awareness and self-regulated positive behaviors on the part of leaders and associates, 
fostering positive self-development” (p. 243). 
Servant leadership theory, posited by Greenleaf (1996), proposed that there are certain 
attributes necessary for leaders to exhibit for effective leadership, such as: having vision, being 
honest, trustworthy, service oriented, being a role model, demonstrating appreciation of others 
service, and empowerment. Greenleaf (1996) also offered that followers would then be expected 
to become “healthier, wiser, freer, more autonomous and more likely to become servants 
themselves” (Barbuto & Wheeler, 2006, p. 321). 
 Transformational leadership has its roots with James Burns, describing it as a process by 
which leaders and their followers raise one another to higher levels of morality and motivation 




highlighting those transformational leaders who encourage followers to transcend self-interest 
for the greater good in order to satisfy higher hierarchical needs of esteem and self-actualization. 
 Most of the leadership theories mentioned lack the presence of self and its relationship to 
leadership. Complexity, authentic, servant, and transformational leadership literature seem 
ethereal in construct, with these theories describing leadership characteristics or qualities instead 
of the experience of self in relationship to the world and leadership. There is ambiguity over the 
actual behaviors needed to be a truly authentic, servant, and/or transformational leader. Ladkin 
(2020) stated, “Many more traditional theories of leadership only attend to the ‘leader’ side of 
the phenomenon. The rest—the followers, the organizational culture, the particular market 
circumstances, are ‘co-intended’—assumed to be there and to act in unquestioned ways” (p. 21). 
This view aligns with my epistemology regarding all of the contextual factors other than actual 
leaders themselves. 
There has been a plethora of leadership theory literature describing characteristics, 
behaviors, and skills for effective leadership, such as Kouzes and Posner (2004), Avolio et al. 
(2004), and Bass and Steidlmeier (1999), among others. My research, however, is focused on the 
internal dynamics of physician leaders, such as past experiences, values, and motivations that 
makes one an effective leader.  
An individual’s self-concept can be a significant filter through which motivational 
attributes, such as altruism, policy making, compassion, recruitment, and performance, arise 
(Perry, 2000). McClelland (1985) believed that in addition to the basic needs that all humans 
inherit, they also acquire needs based on individual life events and experiences. My study 
attempts to address areas of physicians’ identities and self-concept that help them in their 




The Difference Between Self-Concept and Identity  
 Although identity and self-concept are closely related, there are differences between the 
constructs. Baumeister (1999) stated, “A self-concept exists only in a person’s mind, whereas 
identity is essentially social, that is, shared by the person, other people, and society at large” (p. 
362).  My research delves into the interplay of the influences that self-concept and identity have 
on physician leaders choosing to work in urban community health centers. Singer et al. (1998) 
researched that the median tenure of primary care practitioners in federally funded community 
health centers is three years. Pathman et al. (1996) have proposed that, historically, physicians 
who work in underserved settings often endure lower salaries, fewer academic opportunities, 
diminished professional prestige, decreased autonomy over their work environments, and 
increased bureaucratic interference.  
Self-concept is defined as an individual’s belief about oneself, including their attributes, 
and who and what they consider the self to be (Baumeister, 1999). I view identity, however, as 
the biographical summation of one’s phenomenological, interactional, linguistic, material, and 
ideological selves. The notion of “identity” offers its own frustrations, particularly for positivist 
theorists who attempt to define and quantify the phenomena. “From a phenomenological 
perspective, an entity’s identity always remains elusive. One can never know the totality of 
something which would constitute a definite ‘identity’” (Ladkin, 2020, p. 22). In contrast,  
self-contrast may include many aspects that may not be a part of one’s identity (Baumeister, 
1999). 
Phenomenology and Self 
In studying self-concept and identity through a phenomenological lens, I hope to add to 




to understand the unique phenomena of physicians working in urban community health center 
space. Leaders have their perspective of reality that they can only interpret through their senses 
and unique experiences. It is unrealistic to expect leaders to master the complexities of 
leadership without capturing the first-person lived experience of what it means for them to be a 
leader. 
Leadership is not a computational, linear, or formulaic process in which one simply 
absorbs through PowerPoint or disjointed third-person lecture. Only through a first-person 
phenomenological inquiry can one gain direct access to what it means to be a leader and how 
self-concept and identity affects one’s leadership. Phenomenology allows for inter-subjectivity, 
the sharing of our beliefs and prejudices through the interpretation of reality, and the lens of our  
historical-cultural backgrounds (Souba, 2014). 
Phenomenology concedes for meaning to be revealed by challenging existing  
taken-for-granted frames of reference, employing polarities and reversals, and approaching the 
phenomenon from divergent perspectives, the aim to discover the underlying and precipitating 
factors accounting the experiences (Moustakas, 1994). In examining how a particular leadership 
challenge occurs for people, contextual differences can be unveiled, and hidden barriers that 
restrict leadership effectiveness can be unearthed (Souba, 2014). 
Physicians in Urban Community Health Centers 
My study focused on physicians who work in urban community health centers, and the 
phenomena of their meaning making of self-concept. I was interested in this population to 
understand their motivations and values, and how they manifest in their healthcare leadership. 




dynamic of physician supply to improve population health in urban areas (Odom Walker et al., 
2010).  
The suicide rate for physicians in general is higher than that for any other profession 
(Genovese & Berkek, 2016). These numbers are particularly worrisome in healthcare, given that 
the Centers for Disease Control & Prevention have reported a 25% increase in suicides in the 
general population from 1999 to 2016 (Carey, 2018). A national study, conducted in 2011, 
determined that approximately 45% of physicians met criteria for burnout (Shanafelt, Hasan, et 
al., 2015). Medical educators have tried to counter the stressors associated with burnout by 
implementing ethics and professionalism, mindfulness, and well-being into the medical school 
curriculum (Shanafelt, Gorringe, et al., 2015).  
Community health centers are also known as the country’s “health care safety net,” as 
federal grant funding reinforces that comprehensive care is available to everyone, regardless of 
ability to pay (Chokshi et al., 2016). The federal funding received by Community Health Centers 
reached 2.9 billion in 2010 to provide safety-net services (Cole et al., 2012).  
As a result of increased utilization of health care services of community health centers, 
there has also been an increase in demand for physicians in these settings (Morris et al., 2008). 
“Primary care physicians constitute 90% of physicians working in community health centers” 
(Morris et al., 2008, p. 272). A large share of health services provided to the urban poor is 
delivered by safety-net providers (Prinz & Soffel, 2003). Fifty-one percent of all community 
health centers in 2011 were in urban areas (Shin et al., 2013). Urban health centers serve one in 
three minority patients who fall below the federal poverty line (Proser et al., 2015).  
Half of all Americans live in or near a large city, and many utilize health services through 




attract physicians, as they serve vulnerable populations with limited resources. A critical element 
of improving population health in underserved areas is the inadequate supply of primary care 
physicians (Laditka et al., 2005). Trends also indicate that fewer medical students are choosing 
primary care as a career choice, and it is becoming more difficult to retain primary care 
physicians in underserved areas, many of which are in urban environments. Even with the 
increased health reforms, residents in these areas of inadequate physician supply still receive less 
timely clinical care (Pear, 2009).  
 My study fueled my curiosity and brought forth new knowledge of physicians’ meaning 
making working in the urban community health center domain. This study also pursued the goal 
of adding to the paucity of research of internal drivers of human experiences of physicians 
working in this unique environment.    
Context of Primary Care Environment Under COVID-19 
 While compiling the research and data for my study, an unexpected and unwelcome force 
influenced the healthcare environment within urban community health centers, COVID-19. This 
respiratory disease has affected communities across the globe, altering the daily lives of every 
living person, and has shifted processes across disciplines.  
 COVID-19 has emphasized the increased need to look at public health at the national 
level. Community health centers, specifically UCHCs, are a core aspect undergirding and 
supporting the health needs of its citizens. UCHCs have had to face the effects of COVID-19 
head-on, as there has been a higher impact of transmission and death within black and brown 
communities (Kishore & Hayden, 2020).  
 Many of these test-positive patients within UCHCs are essential workers who often work 




which has made them pivot in how they protect patients and their staffs. Because of nation-wide 
shutdowns causing many non-essential businesses and schools to cease, UCHCs have not been 
operating at full capacity, especially during the early stages of the pandemic. Although many 
other sectors have also felt the economic strain of the COVID-19 pandemic, UCHCs budgets 
have been decimated. Roughly 40% of these centers already had negative operating margins in 
2018 (Shin et al., 2020). Between March and May 2020, virtually all elective procedures and 
most in-person outpatient visits were cancelled (Cutler et al., 2020).  
 UCHCs, along with their rural counterparts, receive most of their revenues from  
in-person visits. The extent to which lack of in-person visits has had on UCHCs has been 
noticeable on several aspects. First, most UCHCs were not adequately equipped with 
telemedicine, the virtual equivalent of in-person patient visits. Less than half of UCHCs had 
telehealth services as of 2018, due to lack of funding and training (Kim et al., 2020). Second, a 
significant percentage of physicians have been denied reimbursement for telehealth visits, while 
those physicians that are reimbursed, virtual visits are not making up the difference (Quick 
COVID-19 Primary Care Survey, The Larry A. Green Center, 2021).  
 Third, revenues of UCHCs are also down due to patients’ fear of being seen face-to-face, 
not wanting to contract the virus. Economically, some patients have lost jobs, therefore losing 
their health care coverage (Kishore & Hayden, 2020). Lastly, new data has highlighted the 
influence that the COVID-19 has had on primary care clinician’s well-being. Eighty percent of 
primary care clinicians have stated that professional burnout is at an all-time high, with only one 
in five reporting that they feel confident in having the resources necessary to cope with  




 The context of collecting research data during this COVID-19 pandemic is particularly 
relevant. Understanding how UCHC physicians are coping and recording their lived experiences 
can elucidate interpreting meaning-making during this very difficult and unique time.  
Phenomenology as Philosophical Grounding  
Phenomenology as a philosophical grounding is designed to garner one’s lived 
experiences, and in its simplest form, to describe phenomena. This philosophical movement 
started in the 20th century, most notably by Edmund Husserl, considered the father of the 
methodology (Laverty, 2003). Phenomenology is significantly different from the then-previous 
Cartesian model of analysis, which sees the world as objects separate from the individual. Its 
emphasis focuses on experiences as lived by a person, not the world or reality as something 
separate for the person (Valle et al., 1989). 
Phenomenology is the study of phenomena and how they are experienced from the  
first-person perspective (Smith D., 2013). A phenomenological inquiry into leadership studies 
the fundamental structures of human “being” that makes it possible to be a leader in the first 
place (Souba, 2014). Burns (1978) wrote about leadership, that “it is one of the most observed 
and least understood phenomena on earth” (p. 79). Phenomenology can reveal real-time,  
on-the-ground experiences that can bring levity to this topic. This study proposes to uncover 
physician leaders’ understanding and discovery of self within the context of urban community 
health centers.  
Phenomenology is a powerful approach to discover new knowledge, not only about the 
subject manner of experience, but also about myself. One of the seminal phrases that I will 
adhere to while conducting phenomenological inquiry is that “knowledge is neither inside a 




1996, p. 44). This dialectic informs my epistemology of physicians working in the urban 
community health center space, as there are so many dynamics at play between them, the patient 
population they serve, and the setting in which they administer care.  
I had hoped to gain new insights from physicians’ descriptive accounts of how their   
self-concept manifests in their healthcare leadership. The research I have garnered is 
sociopsychological. The sociological aspects pertain to the antecedents of self-conceptions 
within patterns of social interaction, while the psychological aspects concentrate on the 
consequences of self-conceptions relating to behavior (Gecas, 1982). “Much of what we believe 
to be ‘good,’ ‘true,’ or ‘right’ is based on beliefs carried with us from childhood, or 
unquestioningly adopted from the norms of society in which we live” (Ladkin, 2015, p. 4). 
Phenomenological research can broaden the usual range of variables and processes and 
can provide new insights and thoughts toward leadership theory. Furthermore, examining the 
lived experience of self-concept across cultural demographics may yield possible situational 
variables, such as religion, language, history, etc., not usually appreciated in current theories of 
leadership. Leadership can be viewed differently due to the different layers of self. 
I was deeply curious to understand the interpretation of one’s meaning making of the 
concept of self. Due to studying the complexities of self, phenomenology has the capacity to 
uncover deeply held values and cultural beliefs. Phenomenology allows one to interpret their 
reality through their unique experiences. “Phenomenology is a method that is valuable because 
we can never know something objectively, as it actually is” (Souba, 2014, p. 80). 
I would like my learning to have as much significance as it did for Carl Rogers (1961) 




 I have found it of enormous value when I can permit myself to understand another 
person. Is it necessary to permit oneself to understand another? I think it is. Very rarely 
do we permit ourselves to understand precisely what the meaning of his statement is to 
him. I believe this is because understanding is risky. If I let myself really understand 
another person, that understanding might change me. In addition, we all fear change. 
Therefore, as I say, it is not an easy thing to permit oneself to understand and individual, 
to enter thoroughly, completely, and empathically into his frame of reference. It is a rare 
thing. (p. 18) 
I wanted to fully understand physicians within their unique settings, and to allow them to 
express what they were seeing, what they are thinking, and how they view themselves as people 
and physicians. 
Methodological Approach to Phenomenology 
The focus of my research was to obtain different perspectives and interpretations of lived 
experiences of physicians within urban settings. My study aimed to collect data from participants 
primarily from different demographics, i.e., race, age, gender, etc. Purposeful sampling models 
are applicable when studying information-rich cases in depth. “Information-rich data are those 
from which one can learn a great deal about issues of central importance to the inquiry, thus the 
term purposeful sampling” (Patton, 2002, p. 250). Because I wanted to learn about participants’ 
accounts of self-concept, purposeful sampling was a methodological fit (Miles & Huberman, 
1994; Strauss & Corbin, 1990).  
My research entailed interviewing at least six physicians. I wanted to fully experience the 
following phenomenon of physicians describing their experience of using their self-concept and 




and colleagues’ (2000) suggestion of sample size of 10 or under. The research method includes 
multiple interviews over multiple days to capture the fullness of experiences as needed.  
I utilized a snowball discovery process in selecting my participants, and I had planned to 
interview my participants face-to-face. As I proceeded with the interview process, I asked 
participants to offer physicians who meet the purposeful sample criteria. Because of the intimate 
nature of my research, my participants practiced in the greater Dayton/Cincinnati metropolitan 
area. 
I aimed to utilize interpretative phenomenology to understand the complexities of  
self-concept, exploring the phenomenon of physicians’ experiences. Interpretive phenomenology 
can offer the qualitative lived experience of different human intricacies. Because there were 
cultural variations in interpretations, utilizing phenomenology provided additional value to 
human behavior and organizations. 
 In choosing interpretive phenomenology as my research method, I developed an initial 





Conceptual Epistemological Framework of Physician Leadership, Self-Concept, and Identity 
 
  
My study sought to understand the phenomena of physician leadership and  
self-concept. As depicted in Figure 1.1, my exploration with the physicians led to conversations 
about their healthcare training, values, motivation, professional identity, and past experiences 
that may impact how they view themselves, and how others view them.  These topical areas are 
reviewed in the literature pertaining to leadership development and are sensitizing concepts 




Scope of Limitations   
The nature of my research study was to have physician leaders describe lived experiences 
of self-concept and identity, and how it has shaped their leadership. My research does not delve 
into causation of behavior, nor does the research explain a specific leadership theory. My goal is 
to understand the essence of the phenomena of six physician leaders in urban community health 
center settings. I believe that by utilizing a phenomenological approach to leadership, new 
knowledge can be uncovered. I also understand that the constructivist approach included the 
possibilities of multiple realities, as their descriptions of their lived experience will become my 
interpretation of their interpretations. Foucault (1969) suggested that rather than there being only 
one reality or truth, there are multiple realities that co-exist. My data collection, therefore, is the 
foundational umbrella of future research. 
Contents of This Dissertation 
Chapter I provides some background history as a scholar practitioner, and the topic of 
self, self-concept, and phenomenology. I further delve into gaps in the literature and the value of 
the study. I also explain the study methodology evaluation criteria. 
Chapter II includes a review of the literature of self-concept, along with domains and 
theories. Self-concept is multi-dimensional, and an explanation covering broad aspects is 
warranted. Key contributors and motivators of self-concept are detailed. The literature on  
self-concept is especially important to my study as I am exploring physicians who work in urban 
health centers. The literature of urban community health centers is also reviewed.  
Chapter III highlights the use of Hermeneutic Phenomenology as the selected 




and how I plan to implement the research design. The process for monitoring the criteria for 
evaluation and use of the audit of research process is also described. 
Chapter IV will provide a review of the findings gleaned from the multiple interviews 
with the research participants.  
Chapter V will discuss the stories of my second round physician participants, the results 
of this study, and the themes that emerged through the interview process are presented. 
Chapter VI will further explore the themes that emerged through the interview process, 
implications for leadership, limitations and possibilities for future research, my recommendations 




CHAPTER II: LITERATURE REVIEW 
The focus of my research was to obtain different perspectives and interpretations of lived 
experiences of physicians leading in urban community health centers (UCHCs). I was also 
interested in the meaning that self-concept and identity had on physician leaders choosing to 
work in urban health centers. My study aimed to collect data from physicians of different racial, 
ethnic, gender, and age backgrounds to more fully understand the significance of their identities. 
The overarching research question of this study is:  
• How do physicians, who lead in urban community health centers, make meaning of 
identity and self-concept in their leadership?  
Within this question, the subquestions included:  
• How would they describe their motivation in choosing to practice in a public service 
sector? and  
• How does their sense of identity evolve in leading in an urban community health 
center?  
My study was exploratory in nature and brought forth additional knowledge of 
physicians’ lived worlds working in the UCHC domain. This is important to understand 
physicians’ experiences in helping patients that are medically underserved, while also practicing 
in areas that have low socioeconomic status, high social determinants of health, and lack of 
community development. The results of this study can help leaders in other aspects of healthcare, 
and leadership scholars, to better understand how leadership evolves. My study pursued the goal 
of adding to the body of research of internal drivers of human experiences of physicians working 
in this unique environment. 
The literature review presented in my study describes the history of community health 




internship and residencies for physicians, motivation of physicians who work in UCHCs, public 
service motivation theory, self-concept and identity including theories and constructs, and new 
ways of thinking of the origins of physicians’ public service. Each of these literatures are 
important in constructing the narrative around physicians working in the UCHC space. 
History of Community Health Centers 
Community health centers (CHCs) evolved from the Office of Economic Opportunity 
(OEO) to provide health services in poor and medically underserved communities (Taylor, 
2004). Launched in 1965 as an initiative of Lyndon Johnson’s “War on Poverty,” the very first 
CHCs were designed to reduce or eliminate health disparities affecting racial and ethnic minority 
groups, the poor, and the uninsured (Adashi et al., 2010). They are the largest provider network 
of health delivery for the uninsured and underinsured in the United States (Morris et al., 2008).  
Community health centers are also known as the country’s “health care safety net,” as 
federal grant funding reinforces that comprehensive care is available to everyone, regardless of 
ability to pay (Chokshi et al., 2016). The federal funding received by CHCs reached 2.9 billion in 
2010 to provide safety-net services (Cole et al., 2012). Federal funding for CHCs is accessed by 
grant funding, federally qualified health center (FQHC) prospective payment reimbursements 
from servicing Medicare and Medicaid beneficiaries, and discounts for pharmaceutical products 
(Bureau of Primary Care Centers, 2018).   
Because of receiving a large proportion of federal funds, there are requirements that 
CHCs must meet in order to be an FQHC. They must:  
• provide primary care and supportive services that enable access to all, regardless of 




• hire culturally and linguistically appropriate physicians with admitting privileges at 
area hospitals; 
• discount cost of care based on ability to pay, including sliding fee scales for patients 
near the poverty line; and 
• hold monthly board meeting with board consisting of majority who are users of the 
health center. (Katz et al., 2011) 
Between 2010, when the Affordable Care Act was enacted, and 2016, there was a 27% 
growth in medical care, 56% growth in dental services, 83% in behavioral health services, and 
96% in vision care (National Association of Community Health Centers [NACHC], 2018). As a 
result of increased utilization of health care services of community health centers, there has also 
been an increase in demand for physicians in these settings (Morris et al., 2008). There are now 
approximately 1,400 federally funded community health centers serving roughly 28 million 
patients, the majority of which are low-income (91%), people of color (63%), and uninsured 
(Corallo & Tolbert, 2020). Urban health centers serve one in three minority patients who fall 
below the federal poverty line (Proser et al., 2015). Community health centers also support 
(LGBTQIA+) patients and their families, who often are denied access to vital healthcare services 
(Van Slyke, 2020).  
There are considerable advantages and challenges associated with physicians working in 
community health centers. CHCs are said to offer high-quality healthcare, and often score higher 
on national benchmarks than other health care settings (Hicks et al., 2006). Another advantage of 
CHCs is their ability to provide comprehensive health services, holding costs down, increasing 
patient access, and quality (Richard et al., 2012). Cole et al. (2012) conducted a quantitative 




Physicians self-reported that compared to non-CHC physicians, they were more satisfied with 
their residency training, but were less satisfied with their employers (Cole et al., 2012).  
Historically, there have been administrative challenges associated with CHCs such as: 
scheduling appointment times, missed appointments, and compounding patient symptoms 
beyond the scope of appointment setting (Weingarten et al., 1997). Medicaid has also been 
reimbursed at a lower rate for physicians working in CHCs (Perloff et al., 1995).  
Community health centers are consistently nervous about whether funding will be enough 
to sustain their healthcare missions (Katz et al., 2011). CHC’s work is challenging because their 
patients suffer from more biomedical and psychosocial morbidity (Fiscella & Williams, 2004). 
Physicians confront issues of communication and shared understanding that are correlated to 
differences in language, culture, and health literacy (Carillo et al., 1999).  
 It is important to stress that there are inequities in healthcare access and healthcare 
disparities. Differences in socioeconomic status are associated with large disparities in health 
status (Anderson R.T. et al., 1997). As safety-net providers, urban community health centers 
treat patients who not only have higher morbidity risk factors, but also those who have fewer 
resources at their disposal to handle these issues (Weiner, 2001).   
Physicians’ Role in UCHCs 
Primary care is a central aspect of the U.S. health care system and is required to meet our 
country’s triple aims of improving quality, containing costs, and improving patient and family 
experience (Agency for Healthcare Research and Quality [AHRQ], 2010). Primary care is also 





 In 2010, there were approximately 209,000 practicing primary care physicians in the U.S. 
(AHRQ, 2010). The physician staff is complemented by a substantial number of primary care 
non-physician clinicians, represented by nurse practitioners, physician assistants, and certified 
nurse midwives (Rosenblatt et al., 2006). Today’s community health physician providers work in 
a multi-disciplinary environment, as only 17% of all community health center staff are 
physicians (NACHC, 2018). Physician employment growth of 55%, between 2007–2016, was 
the slowest among other notable non-physician clinicians, such as nurse practitioners and 
physician assistants (NACHC, 2018).   
Family physicians accounted for almost half of primary care physicians employed by 
CHCs, and an estimated 13% of family physician positions at CHCs were unfilled (Rosenblatt et 
al., 2006). In their research, Morris et al. (2008) reported that CHC-trained family physicians 
were almost twice as likely to work in underserved settings than their non-CHC-trained 
counterparts. My research attempts to discover the reasons behind this phenomenon.  
Table 2.1 is adapted from the National Center for Health Workforce Analysis (2016), and 
highlights the supply, demand, and difference of general and family medicine physicians 





Supply and Demand of General and Family Physicians (2013-2025) 
  
 2013 Estimates  2025 Projections  
Region Supply Demand Difference Supply Demand Difference 





12,950 16,870 -3,920 12,900 18,000 -5,100 





23,440 21,080 2,360 22,350 22,430 -80 





31,370 35,400 -4,030 34,850 41,750 -6,900 





22,560 21,060 1,500 26,490 27,510 -1,020 
Note: A negative difference reflects a shortage (i.e., supply is less than demand), while a positive 
difference indicates a surplus (i.e., supply is greater than demand). Adapted from the National 
Center for Health Workforce Analysis (2016). Difference = (Supply – Demand) 
 
If physicians continue to forego choosing to practice in low-resource areas, worsening 
shortages of primary care physicians may exacerbate health disparities and access of health care 
services (Goodfellow et al., 2016). There have been perennial challenges in recruiting and 
retaining physicians, such as lower-than-average compensation packages, difficulty of securing 




for Medicaid or Medicare health plans, and inadequate health information technology (Adashi et 
al., 2010).  
 UCHCs require physicians to function more as leaders and delegators, sharing 
responsibility for many routine tasks that otherwise they would do themselves (Anderson D.R. & 
Olayiwola, 2012). UCHCs emphasize teamwork and collaboration much more than a typical 
primary care office (Anderson D.R. & Olayiwola, 2012). As a result of increased utilization of 
health care services of UCHCs, there has also been an increase in demand for physicians in these 
settings (Morris et al., 2008). ACA Medicaid expansion has increased the total number of 
patients visiting CHCs in both expansion and non-expansion states. The impact of the  
COVID-19 pandemic has also contributed to the increased need.  “Primary care physicians 
constitute 90% of physicians working in urban community health centers” (Morris et al., 2008, p. 
272). 
Physicians in Public Service 
 Because of the unique mission and structure of UCHCs, it is reasonable to hypothesize 
that the satisfaction of physicians working there may be different from those in other practice 
settings (Cole et al., 2012). The degree to which primary care physicians constitute their 
satisfaction is beneficial to my study. Some physicians experience ultimate fulfillment with a 
profound sense of meaning and purpose, even if tested on a regular basis (Koh, 2013). 
 Values figure significantly in work motivation and job satisfaction (Dawis & Lofquist, 
1984; Lent, 2008). Yet, physicians’ values have received much less attention in this regard 
compared to vocational interests, abilities, and personality traits (Dawis, 2001; Robinson & Betz, 
2008; Rottinghaus et al., 2009). For example, prior evidence suggests that medical students who 




students who choose internal medicine subspecialties, orthopedics, general surgery, and 
obstetrics-gynecology (Newton et al., 2005). 
 Research has also shown that physician dissatisfaction is associated with an intention to 
leave a practice (Buchbinder et al., 1999). Physician job satisfaction is also associated with 
patient outcomes, such as higher physician satisfaction associated with higher patient-reported 
quality of care (Grembowski et al., 2005). This is particularly important because primary care 
physicians treat patients with considerable socioeconomic, mental and health ailments than 
traditional settings. 
 Carney et al. (2013) acknowledged that family physicians typically carry two types of 
identity, one of a physician, an identity they share with other physicians, and secondly, as a 
family physician. This identity emerges with residency training and is an adaptive process at the 
intersection of the person’s individual history toward the development of social norms, and the 
mental and material meaning of identity. The emergence of a physician’s self-concept and 
identity within the UCHC environment are of particular importance to my study. Practicing on 
patient populations with high co-morbidities and low economic status can be stressful and can 
take an enormous toll on the way they want to practice. Who they are, and how they view 
themselves, can reveal their motivations in working in these areas.  
Differences in Medical Training, Internship, Residencies for Physicians in UCHCs 
 There are three general categories of recruitment incentives of physicians who work in 
UCHCs: educational scholarships, in which medical and dental students incur subsequent service 
paybacks; loan repayment for service in designated shortage areas; and J-1 visa waivers for 




Curlin et al. (2006) posited that patient care suffers from a loss of continuity and trust, 
estimating that UCHCs lose $150,000 to $300,000 in revenue and recruitment costs every time a 
physician position turns over. In response to this scenario, some have argued that improving 
provider retention is essential to the stability and long-term missions of UCHCs (Dievler & 
Giovannini, 1998).   
UCHC residency training compares favorably to traditional non-CHC family medicine 
training. Residents trained in UCHCs had high practice satisfaction ratings, a broad scope of 
practice, and felt they were well prepared in their residency training. Morris et al. (2008) stated 
that there are few differences between CHC- and non-CHC-trained family physicians regarding 
practice satisfaction, scope of practice, and residency training. Morris et al. (2008) supported the 
belief that medical school graduates that maintain not only their interest in primary care, but a 
passion for serving the underserved during medical school, seek out educational opportunities 
that support their interests. Despite training with a population challenged by economic, 
racial/ethnic, and linguistic barriers in a clinic setting challenged by limited funding, graduates of 
UCHC-affiliated residencies overwhelmingly choose to work in similar settings following 
graduation (Morris et al., 2008).  
Motivation of Physicians Who Work in UCHCs 
Even though prior research (Emery et al., 2014; Ferrante et al., 2013; Friedberg et al., 
2010; Shi et al., 2004; Starfield et al., 2005) has shown that having higher concentrations of 
primary care physicians can lead to better health outcomes, such as cancer, management of 
chronic disease, and overall mortality, the factors underlying physicians’ choice to practice in 




spoken, ethnicity, prior experiences associated with underserved populations, may all influence 
their choice to work in a high-need area (Goodfellow et al., 2016).  
There have been disparate research findings regarding family physicians’ motivations for 
working in UCHCs. Medical students who pursue family medicine have cited low financial 
compensation and lack of respect and value for similar tasks to those performed by other 
specialists as concerns of family physician shortages (Scott et al., 2007). Lupton et al. (2012) and 
Krist et al. (2005) stressed that extenuating institutional factors, such as participation in medical 
training programs emphasizing underserved urban practice, exposure to federal programs 
prioritizing primary care specialty choice, along with perceptions of careers in primary care, play 
additional roles.  
Singer et al. (1998) researched that the median tenure of primary care practitioners in 
federally funded community health centers is three years. Pathman et al. (1996) proposed that, 
historically, physicians who work in underserved settings often endure lower salaries, fewer 
academic opportunities, diminished professional prestige, decreased autonomy over their work 
environments, and increased bureaucratic interference. Because of the lack of general medical 
education (GME) funding in underserved communities, the Institute of Medicine has argued for 
the redistribution of funds for GME training programs to include these community settings, 
where a majority of health care is delivered (Eden et al., 2014). 
Odom Walker et al. (2010) stated that positive exposures to and experiences working 
with underserved, minority, and immigrant populations during training increases a physician’s 
likelihood of practicing in an underserved area. Other past studies, such as Pathman et al. (1996) 
and Li et al. (1995), found that physicians often explain their work in underserved settings by 




having a positive impact on a patient’s life, physicians reinforce their sense of self and live as the 
selves they most want to be” (p. 130).   
Because some physicians see their work as merely a means of acquiring material benefits 
(Wrzesniewski et al., 1997), there must be a balance of other characteristics that allow physicians 
to continue their work. Is it merely the financial benefits of being a physician, or are their other 
factors not readily apparent?  My research sought to unearth some of the meaning making that 
permits physicians to lead in the UCHC environment. Motivation is a contributor to the self-
concept, and there are several motivational theories associated with this construct.  
Public Service Motivation 
 Perry and Wise (1990) defined public service motivation (PSM) as “the individual 
predisposition to respond to motives primarily or uniquely grounded in public institutions and 
organizations” (p. 367). Several theorists have expanded on the PSM concept since 1990, as 
Baldwin (1984), Perry (1996, 1997), and Crewson (1997) noted that public sector organizations 
are more likely to hire individuals whose values and needs are compatible with the mission of the 
organization.  
 Wright (2003) countered with his theory that the attributes of altruism and higher-order 
need are most important as the key to motivating public sector employee behaviors. Wittmer 
(1991) agreed that understanding the values and reward preferences of public managers is vital in 
structuring organizational environments that match these preferences. If motivation originates 
from one’s preference, how do one’s preferences form? Some theorists have linked preference 
formation to social processes, whether it is cultural identity theory (Wildavsky, 1987), or social 
learning theory (Bandura, 1977, 1986; Grusec, 1992). This is reinforced by research (Yates and 




sociohistorical validity with which to identify. It is here, Yates and Youniss (1996) posited, that 
society is a constituting force which individuals need to construct an association with reality.  
 Perry (1996) specifically pointed to “motives” as psychological needs based on four 
constructs: attraction to policy making, commitment to the public interest, compassion, and  
self-sacrifice. Hondeghem and Vondenabeele (2005), however, found evidence to support that 
the PSM concept is connected to various aspects of human resource management (HRM) 
functions in government, including preferences for wage-systems (Crewson, 1997; Snyder & 
Osland, 1996); recruitment (G. B. Lewis & Frank, 2002); performance (Alonso & Lewis, 2001; 
Brewer & Selden, 2000; Naff & Crum, 1999); and whistle-blowing (Brewer & Selden, 1998).  
 Recent research claims that early development of the PSM concept was situated in the 
public administration field and focused on motivational aspects of public employees in the 
United States (Ritz et al., 2016), but the second and third decades expanded the concept across 
international and multidisciplinary boundaries. Hondegham and Vandenabeele (2005) found that 
PSM expanded to other countries, but the concept was named differently. For example, in the 
UK, PSM is called “Civil Service Ethos” (Brereton & Temple, 1999; Chapman, 2000; Pratchett 
& Wingfield, 1996).  
There has been much progress in PSM theory, but we have much to learn about the 
theoretical underpinnings of the “motivational” aspects of the construct. Motivation as a 
“rational choice” theory has promulgated public administration and associated disciplines (Zey, 
1998). A foundational assumption of rational choice is that every social action is sought to meet 
a specific goal and that the costs and benefits of these actions are calculated on a rational base 
(Zey, 1998).  Current PSM theories are grouped into more pedagogical classes: content theories 




Content theories of motivation conceptualize behavior as the catalyst of innate 
psychological needs, whereas process theories of motivation thrive to describe how behavior is 
energized, directed, and sustained (Camilleri, 2007). PSM has been studied as a content 
motivation domain due to explaining the innate psychological needs of behavior. Content 
motivational theories are considered more receptive to the labeling of a multiple dimension 
construct than process theories due to PSM’s identification of factors that make up the “what” 
rather than explaining the behavior of an individual’s decision system, the “how” (Camilleri, 
2007). My research desired to uncover the processional dynamics of motivational theory. 
Perry’s (2000) conceptualization of PSM utilizes Bandura’s (1986) concept of 
corresponding causal relationships of environmental influences, cognitive and other personal 
factors, and behavior. Perry (2000) further subdivides these variables into four contexts:  
1. Sociohistorical environmental variables, such as education, professional training, 
religion, parental dynamics, that shape individual preferences and motives;  
2. Motivational contexts, such as job characteristics and organizational incentives, that 
impact behavior;  
3. Individual characteristics, such as self-concept, ability, and competencies, and self-
regulation, that are evaluative standards modeled by others; and 
4. The behavior of the individual, which Perry (2000) attributed to a logic of 
consequence or logic of appropriateness.  
The logic of consequence is accordant with a rational choice to allow an individual to 
weigh costs and benefits, whereas the logic of appropriateness is the phenomenon by which one 
determines the attractiveness of actions in keeping with their internal standards (Camilleri, 




Results of Previous Studies 
 In a systematic literature review of PSM conducted by Ritz et al. (2016), they discovered 
508 total studies, with 173 studying the relationship between PSM and various outcome 
variables, 88 studies exploring antecedents, and 61 studies analyzing the conceptualization and 
development of theoretical perspectives. “The most frequently studied antecedents of PSM were 
demographic characteristics, such as gender (64 occurrences), age (56), and education (45), 
followed by job grade/management level, job tenure, place of work, employee-leader relations, 
minority status, and organizational tenure” (Ritz et al., 2016, p. 419). 
Houston’s (2000) studies of PSM claimed that there are different value motives between 
those employed in public organizations and those employed by private organizations. He inferred 
that public employees stress a higher value on intrinsic rewards and a feeling of accomplishment, 
and lower importance on extrinsic rewards, such as high income and shorter work hours. 
Kellough and Lu (1993) conducted studies denoting that pay-for-performance models are 
generally unsuccessful for public sector organizations. Do primary care physicians in UCHCs 
feel a sense of accomplishment that is greater than other physicians who work in other work 
environments? Is money a great motivator to overcome the hardships and pitfalls of working for 
the underserved? These are questions I hoped my research would reveal.  
  A qualitative study conducted by Leisink (2004) of The Netherlands Public Service found 
no direct relationship between PSM and the early retirement schema offered to older civil 
servants, or the target to retain younger civil servants. The older civil servants stated that PSM is 
a redundant measure in terms of age because all civil servants are assumed to be public service 
motivated in some way. I do not necessarily agree with this, as I think that the contextual factors 




  Moynihan and Pandey (2005) proposed that educational level and professional 
membership were the most powerful predictors in studying managers engaged in information 
management activities working in primary health and human service agencies. These results 
correlate with Perry’s (1997) findings that display a positive relationship between these variables 
and PSM. Moynihan and Pandey (2005) noted that their study did find a negative relationship 
between PSM and organization tenure.  
Even though motivation is a widely researched topic, very few studies have investigated 
what most motivates physicians. Conrad et al. (2015) conducted research analyzing a sample of 
2,547 public practice Southern Minnesota physicians’ perception of what most motivates them. 
They concluded that physicians valued appreciation, empowerment, autonomy, and work-life 
balance as most salient motivational factors, whereas good wages were not a compelling 
motivating element. 
Intrinsic and extrinsic motivating factors of medical students were studied by 
Ratanawongsa et al. (2006), and they concluded that students ranked “‘opportunity to help 
others” and “intellectual challenge of medicine” as top motivating intrinsic factors, while 
“lifestyle” was considered as an external motivator.  The authors argued that career resilience 
requires that physicians reflect on and define the sources of their own intrinsic motivation 
(Ratanawongsa et al., 2006). Bouwkamp-Memmer et al. (2012) studied work values and job 
satisfaction of family physicians and found that family physicians appear to value lifestyle more 
frequently, however, they work in a specialty with unpredictable work hours, limited personal 
time, and little control over lifestyle, which contribute to negative job satisfaction, which may 




Goodfellow et al. (2016) conducted a meta-analysis systematic review of peer-reviewed 
studies examining the factors associated with primary care physician practice locating in urban 
areas and concluded that investment and future research should focus on expanding and 
replicating medical school curricula and programs proven to produce clinicians who practice in 
urban settings. Various studies (Komaromy et al., 1996; Moreno et al., 2011; Xu et al., 1997) 
revealed that physicians belonging to an under-represented minority group were more likely to 
practice in high-need areas compared to their counterparts.  
Prior interest in practicing in an underserved area was also associated with future practice 
location (Goodfellow et al., 2016). Rabinowitz et al. (2000) discovered that physicians who held 
a previous interest in practicing in underserved areas prior to medical school were 1.7 times more 
likely to practice in an underserved area. 
Financial debt is also an important factor determining physicians’ choice in working in 
urban areas. Chou and Lo Sasso (2009) studied exiting primary care residents in New York and 
found that they were likely to practice in a high-need physician shortage area if their 
undergraduate medical education debt was less than $100,000. The authors of this study also 
determined that primary care physicians with no debt were three times more likely to work in a 
physician shortage area, than those physicians with debt. 
Critique of Motivation Theory 
 Over the past 25 years, public service motivation has been critiqued by several scholars. 
Shamir (1991) identified five shortcomings of motivation research: the nature of motivation 
theory’s individualistic bias, motivation theory’s tendency towards “strong situations,” the 




hedonistic terms (Deci, 1975; Deci & Ryan, 1985), and the exclusion of values and moral 
obligations in explaining work motivation. I will highlight each of these shortcomings in detail.  
  On the topic of motivation theory’s individualistic bias, individuals are thought to be 
rational maximizers, following the neoclassical paradigm dominant in economics and 
psychology (Perry, 2000). One aspect of behavior that rational choice theories are not able to 
explain are prosocial behaviors, which are behaviors designed to benefit another (altruism). Brief 
and Motowidlo (1986) focused on prosocial behaviors associated with organizations, such as 
cooperation with coworkers, organizational promotions, and preparation for higher 
responsibilities within an organization. When it comes to the question of why there has to be a 
distinction between our personal lives and business lives, Kanungo and Conger (1993) proposed 
that altruism can enhance organizational effectiveness, especially in a global marketplace.  
  The second shortcoming of motivational research is what Shamir (1991) called “strong 
situations.” “Strong situations” are characterized by Shamir to be organizations that have  
reward-performance programs, clear goals, and sizable rewards. Shamir argued that these 
“situations” do not prevail in public organizations (Perry & Porter, 1982) or in cultures where 
rewards are few, or when power distance between individuals is low (Hofstede, 1980). S. P. 
Brown (1996) conducted a meta-analysis of correlates of job involvement and found that 
organizational and job attitude variables differ due to “governance and reward systems in the 
different types of organization may create different needs and expectations” (p. 252). Power 
distance in UCHCs is much narrower than other professional settings, given the makeup of their 
board of directors and the multidisciplinary nature of their working conditions. 
The third deficiency of motivation theory is its failure to specify behavioral categories, 




continuous” (Shamir, 1991, p. 408). The array of motivational theory runs the gamut and is 
sometimes perplexing (Rainey, 2009). The specific sphere of competence of many motivation 
theories is not sufficiently defined.  
The fourth deficiency, Shamir (1991) noted, involves motivation theory’s conception of 
intrinsic motivation in task-specific, pleasurable terms. He is critical of the notion that a “task 
may not lead to any rewards, not even pleasure, and yet the task would be motivated due to its 
meaning for the individual, in terms of the affirmation of his or her identity and collective 
affiliations” (p. 409) draws almost no attention in existing motivation theories. 
 Lastly, Shamir (1991) highlighted that values and morality are excluded from the origins 
of intrinsic motivation. Schwartz’s (1983) theory of deontological aspects of work motivation is 
one attempt in motivational literature to acknowledge the domain of moral obligation, but 
values—social norms—as they are represented in sociological literature (Coleman, 1987; 
Etzioni, 2010) are lacking.  
Other researchers also found several findings of PSM theory that are highly relevant to 
my research. First, the concept of PSM has not been fully integrated into the human resource 
management practice of public organizations, and researchers have not translated theory to 
practice effectively (Ritz et al., 2016). Motivation in the community health center environment is 
relevant because physicians are no different from other employees in similar scenarios. How one 
feels about their purpose and value in their work, and the satisfaction derived from their 
performance and appreciation (Conrad et al., 2015), are salient points of emphasis in my 
research. 
Over the last 10 years, there have been rapid changes involving physicians, including: 




performance metrics (Bodenheimer & Smith M.D., 2013; Conrad et al., 2015). These changes 
have altered the way physicians experience their work. Sinsky C.A. et al. (2016) found that for 
every hour physicians provide direct clinical face time to patients, they spend two hours in front 
of the computer doing paperwork.  
Most research of the outcomes of PSM have studied and confirmed positive 
consequences, and generally, scholars assume that public service motivation is a form of work 
motivation that leads to increased commitment, engagement, and performance (Bellé  & 
Cantarelli, 2012; Brewer & Selden, 1998; Moynihan & Pandey, 2007; Ritz, 2009). Only six 
studies from Ritz et al. (2016) suggested that PSM may have negatives such as job stress, value 
conflicts, resigned satisfaction, or over-engagement (Giauque et al., 2012; Quratulain & Khan, 
2015). Ritz et al. (2016) reinforced the notion that the relationship between public service 
motivation and counterproductive outcomes such as immorality should be investigated more 
fully.  
Negative aspects of PSM are salient to my research as physicians are experiencing high 
rates of burnout, suicide, and greater intensity of leaving their practices. The US Department of 
Health and Human Services projects a shortfall of 45,000 to 90,000 physicians by 2025, with one 
of the specialty areas most affected are primary care disciplines (Dill & Salsberg, 2008). Moller 
et al. (2019) conducted research to assess the association between physician work motivation and 
occupation health and found that physicians who were autonomously motivated reported having 
better occupational health. Methodological approaches to PSM are also inconsistent lacking 
definitive evidence, either in cause-and-effect relationships (Brewer & Brewer, 2011; Kirk, 
2013; Wright & Grant, 2010), or in the model specification (Ritz et al., 2016). Researchers are 




public-service-oriented job (Christensen & Wright, 2011), reward preferences (Pandey & Stazyk, 
2008), and individual performance (Anderson L.B. et al., 2014).  
Ritz et al. (2016) also found various methods that researchers have used to measure PSM. 
They found that longitudinal studies, such as Ward (2014), who investigated the effects of 
participation in AmeriCorps programs, may provide more external validity and the ability to 
observe how relationships culminate over time. Decades of social psychological and 
organizational behavior research have concluded that intrinsically motivated individuals perform 
better over long periods of time because they are more focused and persistent (Conrad et al., 
2015). This is especially relevant to my research study, as a physician’s work involves long 
hours under stressful conditions that demand mental concentration. Self-concept and identity are 
intervening variables that could be the link between their work, and the motivation to do it.  
Given the preponderance of quantitative studies in the literature, a qualitative and 
constructivist approach could broaden and deepen understanding of the manifestation of 
physicians’ self-conception. My research aimed to add to the existing body of literature of how 
physicians working in urban community health centers are motivated by their work, and how 
their identity and self-concepts are displayed in their leadership. I hoped to gain new insights 
from physicians’ descriptive accounts of how their self-concept and identity exhibited in their 
healthcare leadership. This research can broaden the usual range of variables and processes, and 
can provide new possibilities and thoughts toward when and how motivation and PSM is 
generated. 
An Introduction to Self-Concept 
 An extensive literature review was conducted on the topic of self-concept and leadership, 




Gecas (1982) theorized that self-concept has been a central concept within symbolic 
interactionism represented by Mead & Morris (1934), Cooley (1902), and James (1890). 
Baumeister (1999) viewed self-concept to be the individual’s belief about oneself, including their 
attributes, and who and what they consider the self to be. Rogers (1959) suggested that self-
concept has three core aspects: Self- Image, Self-Worth, and Ideal-Self. Rosenberg (1979) 
defined self-concept as “the totality of an individual’s thoughts and feelings having reference to 
an object” (p. 7).  
Lewis (1990) conceptualized self-concept as having two dimensions: the existential self, 
the understanding that one exists as separate from others, and the categorical self, the recognition 
that one exists as an individual object in the world, with distinguishing characteristics such as 
age and gender. How physicians interpret their self-concept can determine where they work, the 
way they conduct patient care, and the way in which they relate to colleagues and/or other non-
clinical staff. 
The recruitment and retention of well-trained, motivated health-care providers in 
underserved communities is a well-described, longstanding, and refractory concern.  
Understanding the self is important in this research because prior studies have found that 
providers often explain their work in underserved areas by emphasizing subjective, intangible 
rewards, such as making a difference in society, caring for the poor, and developing meaningful 
relationships with patients (Curlin et al., 2006). 
Theories of Self-Concept 
  There has been a multitude of research publications written on the self-concept over the 
last 40 years (Ashmore & Jussim, 1997), with estimates suggesting that one in seven publications 




associated theories in detail, as self-concept is a multi-dimensional construct. However, my 
research aims to highlight conscious, sub conscious, and unconscious dimensions as they are 
demonstrated in self-concept. 
 Several approaches to studying self-concept have been conducted, such as concept 
(Rogers, 1961), theory (Epstein, 1973), schema (Taylor & Boggiano, 1987), representation 
(Markus & Cross, 1990), and value (Hermans, 1987). Epstein (1973) further conceptualized  
self-concept from an attribution perspective, suggesting a theory that a person holds about 
oneself as an experiencing, functioning being interacting with the world. Epstein emphasized 
knowledge and beliefs rather than values, attitudes, and motivations (Gecas, 1982). Self-concept 
has also been referred to with terms such as self, self-identity, self-image,  
self-perception, self-consciousness, and self-esteem (Kyrios et al., 2016).  
Early Western Models. Descartes’ statement of “I think therefore I am” points to the 
complexity of the “thinker” from the “object” of thought. The self, according to early western 
models, was associated with the subject as the “thing that acts … the thinker of our thoughts, 
experiences of our experiences, perceiver of our perceptions, feeler of our feelings, as well as the 
initiator of our physical actions” (Watson, 2014, p. 1).  
 Beck (2016) suggested that memory served as a necessary function for synthesizing past 
and present experiences into a meaningful and organic whole. This aspect is particularly salient 
to my research, as I want to hear the voices of healthcare leaders express how they have made 
meaning of their self-concept, as they remember it. Their reflections will undoubtedly represent 
past accounts that impact their current daily lives. 
Psychodynamic Models. Freud (1916) refused to acknowledge the existence of any 




significant aspects of the self were hidden from our awareness in the domain comprised of 
desires, wishes, impulses, and ideas inaccessible to self-knowledge (Elliott A., 2013).  
 Freud deduced that human subjectivity was plural, meaning the same person could have 
conscious and unconscious motivations, knowledge, and impulses that were not unified (Kyrios, 
et al., 2016). As stated previously, Freud hypothesized the human mind as a hierarchy of 
agencies: the ego, which regulates impulses; the id, which generates the drive towards satisfying 
pleasure, impulses, and instincts; and the superego, which functions as a conscience based on 
learned social standards (Kyrios et al., 2016). 
 Watson (2014) concluded Freudian perspectives as, “We neither are nor contain 
anything that remains identical over an item. Even at one moment, we are not one thing. Rather 
we are a multiplicity of interacting systems and processes” (p. 2). I believe that we, as people, 
struggle with this context, as we are all multifaceted, a totality of diverse streams of thought and 
perspectives.  
  Westen (1992) proposed that the self-concept was a collection of representations that 
could be divergent. He also noted that an essential idea about the self-representation in 
psychoanalytic thinking is that such representations could reflect opposite or conflicting motives. 
The self-concept was not presupposed to be unitary, rather an exchange between motives 
occurring at various levels of awareness.  
 Klein (1977) theorized that adults incorporate early patterns of interpersonal 
relationships and concluded that these incorporated patterns, or objects, become the exemplar for 
what to expect from, and how to behave with, others. As stated earlier, we are all an 
amalgamation of our past experiences, personal dynamics, and personalities that make us all 




particularexperience, as one person views it, but to understand the phenomena itself, and 
possibly, by incorporating divergent aspects of how one interprets their experience. 
Social Models. James (1890) theorized the self as having both empirical and subjective 
qualities. William James considered self-concept as “the self as an object of perception and 
knowledge” (Greenwald & Pratkanis, 1984, p. 131). James further viewed the empirical  
self-based on one’s material possessions, social recognition, and spiritual qualities, and 
suggested that the agentic, or subjective self, referred to the self as a knower and interpreter of 
reality (Kyrios et al., 2016). The distinction between self as an object to be known and perceived, 
and self as the subject doing the knowing and perceiving, has influenced many empirical 
approaches in modern literature on self.  
 Fiske (1991) suggested that the self-concept is “the person’s mental presentation of his 
or her personality attributes, social roles, past experience, future goals and the like” (pp.  
181–182). Fiske added that, “We know ourselves by our social roles, such as student, son, or 
daughter, or spouse, and that we have a conceptual sense of ourselves that’s an impression of our 
attributes and personal qualities” (p. 180). The research represented in my study aims to 
highlight these different aspects of “being” We are multifaceted individuals, and as such, we 
view ourselves, and are perceived, in different ways. Similarly, Kyrios et al. (2016) concluded 
that a person might see himself or herself differently depending on the role: as authoritative in 
the role of the employer, as submissive in the role of daughter or son, and a companion as a 
husband or wife.  
From a developmental perspective, Sherif and Sherif (1967) contended that a person 




individual’s judgment, perception, roles, and behavior. I hope to record leaders’ lived 
experiences of how they are guided by their self-concepts in enacting their leadership roles. 
Sources and Dimensions of Self-Concept 
  Numerous sources and dimensions of the self-concept have been categorized in 
psychopathology and social psychology. The first dimension, the content of self-concept, 
incorporates the types of beliefs and appraisals that one holds about one’s traits, attributes, 
physical characteristics, and goals (Kyrios et al., 2016). Identities fall within the construct of the 
content of self-concept. Identity is the value placed on the self, and helps to answer the question, 
“Who are you?” (Baumeister, 1999).  
  The second dimension, the structure of the self-concept, refers to the structural properties 
such as unity, consistency, and substantive aspects. Self-esteem, Self-efficacy, and  
Self-consistency are associated with this dimension (Gecas, 1982). Self-concept helps to answer 
questions such as, “What kind of person are you?” and/or “How good are you?” (Baumeister, 
1999). I attempt to highlight all of these worldviews in my research, along with discovering other 
philosophies. 
The Self-Concept and Identity 
The connection between identity and self-concept are often used together, as in “role 
identity” (Burke & Tully, 1977; McCall & Simmons, 1978; Stryker, 1980). The concept of 
identity has been conceptualized in the symbolic interactionist tradition of Mead & Morris 
(1934), Cooley (1902), and Thomas (1923). This tradition has two main variants that differ 
fundamentally regarding self and society, on substantive foci, and methodology (Gecas, 1982). 
These two variants, the “processional interactionists” and the “structural interactionists,” reflect 




positivistic/ nomothetic orientations” (Gecas, 1982, p. 10).  Processional interactionists view the 
self-concept as an inseparable cause and consequence in social interaction (Gecas, 1982). As 
stated by James (1890), “A man has as many social selves as there are individuals who recognize 
him and carry an image of him in their mind” (p. 179). 
Schlenker (1980) labeled identity as a theory formulated in social life about how one is 
defined and regarded in social life. An individual may possess multiple identities, each of which 
is associated with various roles and contexts (Ashforth & Johnson, 2002). Gordon (1976) stated 
that: 
The value aspects of roles connect persons to culture; the normative aspects of providing 
motivation to conduct and structure to social action; and the “sense-making” or 
interpretive aspects of roles determine much of personal cognition, attitudinal 
predispositions, memories, and plans. (p. 405) 
According to identity theory (Stryker, 1980), identities are formulated in the self-concept as a 
“salience” hierarchy. Salience refers to the importance of identity for defining oneself, compared 
to other identities held by the individual (Shamir, 1991). The higher the salience of identity 
within the self-concept, the greater its motivational commitment. “One is committed to an 
identity to the degree that one is enmeshed in social relationships dependent on that identity” 
(Stryker, 1979, p. 177).  
Healthcare leadership is highly hierarchical, and professional cultures strongly affect 
daily work and interactions. Jenkins (2014) asserted that the development of a leaders’ identity is 
partly social, as identity formation does not develop in a vacuum. Physicians are known to resist 
threats to their identities which may be due to their profession being considered an elite identity 




Deaux (1993) defined identity as social categories in which a person claims 
belongingness coupled with the personal meanings attached to those categories. Deaux (1993) 
contended that “personal identity is defined, at least in part by group membership and (that) 
social categories are infused with personal meaning” (p. 5).  Palus (1991) affirmed that: 
Identity is, simply stated, a personal sense of one’s location with respect to the 
possibilities of life; it is frequently expressed in the form “I am [this]”. Likewise, we can 
“locate” ourselves conceptually, in terms of categories, such as group memberships, 
career choices, religious affiliation, personality traits, or sexual preference. (p. 4)  
The bridging construct of identity is an important aspect in organizational dynamics, as it 
is multilevel (Roberts & Dutton, 2009). The construct of self-concept has utility in the domains 
of identity and PSM. My research attempts to connect all these different theories into  
co-constructing new essences of physicians’ interpretations.  
The Structure of the Self-Concept 
 Researchers have been examining the structure of self-concept in various ways: (a) 
consistency of self-concept over time, and (b) the cohesion and clarity across other dimensions 
(Kyrios et al., 2016). What the concept of “situation” is to processional interactionists, the 
concept of “role” is to structural interactionists as the gateway for identity and self-concept 
(Gecas, 1982). As stated earlier, the structure of the self-concept involves the dimensions of  
Self-esteem, Self-efficacy, and Self-consistency (Gecas, 1982).  
Self-Esteem  
Within the structural dimension of self-concept, self-esteem has been a central part 
underlying a positive self-concept (Greenwald et al., 1988). Harter (1990) defined self-esteem as 




self-liking, and self-respect. Rosenberg (1979) suggested that self-esteem also has motivational 
qualities, as those with high self-esteem strive to maintain it, while those with a low-esteem 
struggle to improve it. Research demonstrates that self-esteem exhibit short-term fluctuations but 
long-term stability (McCrae & Costa, 1994). “People with high levels of self-esteem appear to 
have consistent, stable, and lucid views of themselves whereas individuals with low self-esteem 
appear to have unclear incomplete, or contradictory self-views” (Judge et al., 1998). 
Baumgardner (1990) posited that self-esteem is closely related to self-knowledge. Similarly, 
research has indicated that individuals with low self-esteem overgeneralize the negative effects 
of failure (J. D. Brown & Dutton, 1995).  
Self-Efficacy 
 Bandura (1982) originally proposed the concept of self-efficacy as a personal judgment 
of “how well one can execute courses of action required dealing with prospective situations” (p. 
122). Bandura (1997) added to self-efficacy as “beliefs in one’s capabilities to organize and 
execute the courses of action required to produce given attainments” (p. 3). Self-efficacy 
becomes an important motivating factor when considering the consequences of its inhibition or 
suppression (Gecas, 1982). Within sociology, self-efficacy has been linked with the concept of 
alienation (Seeman, 1975). “Alienation” here attributes to one’s feeling of self-estrangement 
produced when their products of work are no longer reflections of the self. The outcome happens 
when labor becomes merely instrumental, and the individual loses control over direction and 
products of his work (Gecas, 1982).  
 Research shows that individuals with high self-efficacy perform better in the presence of 




Bandura (1977) made an important distinction between efficacy expectations and outcome 
expectations: “An outcome expectation is an estimate that a given behavior will lead to a certain 
outcome, while an efficacy expectation is a belief that one can successfully perform the behavior 
required to produce the outcome” (p. 193). The latter is a belief of one’s environment. Hence, 
Bandura provides a link to traditional sociological concerns by discerning perceptions of self 
from perceptions of self to social structure (Gecas, 1982).  
Self-Consistency  
The construct of self-consistency within self-concept has played a role in psychological 
works of literature, as a cognitive organization of knowledge and beliefs, and in sociological 
literature, as identities as the source of motivation (Gecas, 1982). The confirmation of the  
self-concept, assumed by social psychologists like Mead & Morris (1934), is one of the 
fundamental human motivators (Turner J.H., 1987). Developed by Lecky (1945, as cited in 
Elliott G.C., 1986), self-consistency refers to the formation of understanding of who one is, 
consisting of a coordinated set of congruent self-perceptions unifying into a logical whole.  
  As cited in Shamir (1991), self-consistency represents three dimensions: coherence 
among segments of the self-concept at a given time (Higgins et al., 1987); continuity of the  
self-concept over time (Turner R.H., 1968; Turner R.H.,1976); and accordance between the self-
concept and behavior (Burke & Reitzes, 1981). One develops a sense of meaning from an 
understanding of the unity of their self-concept, from a connection between the past, present, and 
imagined future, and from the relationship between their behavior and self-concept (Shamir, 
1991).  
Markus (1977) suggested the self-concept to be a compilation of cognitive 




may become increasingly resistant to incongruent information. How do physicians process and 
make meaning of incongruent encounters in their lives? One may readily accept new experiences 
if such experiences are consistent with their current self-concept systems; as such a process 
permits one to maintain a sense of self-consistency (Purkey, 2006). I am curious to understand 
how physicians have maintained their self- consistency through their medical travails, and what 
their experiences means to them.  
New Ways of Thinking of the Origins of Physicians in Public Service  
Little research has explored personal factors that motivate physicians to seek out their 
work. Previous studies have also provided few solutions that could actually address physician 
shortages in urban areas, beyond increasing physician diversity (Odom Walker et al., 2010). 
Further research is needed to describe humanistic and intrinsic level lived experiences of 
physicians practicing in urban settings. Every physician working in urban health centers has a 
unique perspective on their experience. What motivates them to serve? How has their  
self-concept contributed to their choice to work in urban health? How do they understand and 
make meaning of their leadership as related to their self-concept? A phenomenological study 
seeks to honor their beliefs and reflections as they make meaning of the everyday experience of 
being a physician leader.   
 Understanding leadership self-concept may help to further understand some of the 
country’s greatest healthcare issues, such as universal healthcare, global healthcare, and health 
equity, as providing another lens in which to ponder. Leadership is highly dependent on the 
leader’s frame of reference in making meaning, which in part, is a function of a leader’s  
self-concept (Miller & Demick, 1993). Furthermore, leadership is a cultural phenomenon heavily 





 The literature review of my study unveils that a critical element of improving population 
health in underserved areas is the inadequate supply of physicians (Laditka et al., 2005). There 
have been disparate research findings regarding family physicians’ motivations working in urban 
community health centers. Motivation in the UCHC environment is relevant because physicians 
are no different from other employees in similar scenarios. My research hopes to add to the body 
of literature of how physicians, working in urban community health centers, are motivated by 
their work and the role that self-concept and identity plays in that.  
 An extensive literature review of self-concept discloses that how physicians interpret 
their self-concept can determine where they work, the way they conduct patient care, and the 
way in which they relate to colleagues or other non-clinical staff. Sources and dimensions of 
self-concept were reviewed, including the content of the self-concept, which includes the 
construct of identity, and the structure of the self-concept, which includes the areas of  




CHAPTER III: METHODOLOGY 
My research, “Self- Concept, Healthcare, and Leadership,” focused on the manifestation 
of self-concept and identity, and the relationship that these constructs have on leadership 
behavior. I chose to interview physicians who work in UCHCs for this level of research. Self-
concept involves how one believes and understands oneself to be. Identity, as it relates to my 
study, is defined as the biographical summation of one’s phenomenological, interactional, 
linguistic, material, and ideological selves.  
Narrative theories of self-concept include reconstructions of one’s autobiographical past 
and future, creating an intelligible account of identity. Through the application of narrative 
identity, a physician reveals to themselves, and to others, “who they are now, how they came to 
be and where they think their lives may be going in the future” (McAdams & McLean, 2013, p. 
233).  
 The autobiographical stories of my participants’ accounts transition to a broader and 
more integrative framework of values, goals, and priorities, providing them with a sense of unity 
and purpose (Kyrios et al., 2016). Other social and cultural factors that helped to shape their 
identity are race, ethnicity, sexual orientation, class, and gender. Phenomenology is a powerful 
approach to discover new knowledge, not only about the subject matter of experience, but also 
about self.  
The overarching research question of this study is:  
• How do physicians, who lead in urban community health centers, make meaning of 
identity and self-concept in their leadership?  
Within this question, the subquestions included:  
• How would they describe their motivation in choosing to practice in a public service 




• How does their sense of identity evolve in leading in an urban community health 
center? 
My research attempted to obtain different perspectives and interpretations of lived 
experiences of physicians working in UCHCs. By utilizing a phenomenological approach to the 
study of leadership, new knowledge on the manifestation of self-concept in leadership practice 
may be realized through the reflections of physician leaders. This section describes research 
foundations of natural and human sciences, my constructivist epistemology, and illustrates the 
history of phenomenology, from its origins and early theorists. I compare and contrast the 
ontological, epistemological, and methodological analyses of phenomenological theories.  
Natural and Human Sciences  
In an industry such as healthcare, quantitative metrics are the standard. The treatment of 
one’s healthcare has traditionally been in the Cartesian model of treating the bodily symptoms, 
not matters of the mind. Most research studies in the domain of healthcare leadership are targeted 
toward generalizing results by employing quantitative statistical designs. 
The healthcare system in the Unites States is currently in a state of flux, with shifts in 
payment models, consolidation of health systems, and lower than average quality metrics. 
Another major issue that contributes to the healthcare climate is outdated leadership practices, 
poor readiness for innovation, and leader-centricity (Weberg, 2012). The Institute of Medicine 
(2011) echoed the concerns that healthcare is impacted by rising costs and limited resources, 
system inefficiencies, and increasing complexity.  
 Traditional leadership theories and models may no longer adequately inform leader 
behaviors in healthcare (Andrade et al., 2008). Historically, leadership theories were conceived 




models were based on the premise that input applied to any system creates an equal output. A 
focus on linear systems may not require leadership, it may only require management (Weberg, 
2012, p. 269). 
 Management has the ability to apply known solutions to known problems; leadership is a 
process that occurs in situations where groups may need to learn their way out of unpredictable 
problems (Uhl-Bien et al., 2007). The problem at hand is that applying management solutions to 
complex healthcare environments does not transform the landscape, it merely provides a  
short-term stoppage with little or no innovation.  
Healthcare research studies are largely conducted in Western culture in a 
decontextualized nature. This culture is expressed in the Cartesian model of inquiry, as has been 
articulated by several philosophers (Plager, 1994). What I am searching for, however, is the 
self-discovery while leadership is manifested, a sense of curiosity about self that qualitative 
theories can unveil. Plager (1994) explained that predictability is not the goal of human science 
interpretation for three reasons: 
First, human life is an open system not amenable to prediction. Second, in a  
science-based on practical activity, the fine exactitude of science-based on brute data 
cannot be achieved. Third, the prediction is impossible because human beings are  
self-defining animals. (p. 74) 
Cartesian dualism is a theory of belief that the mind and body are separate (Jones, 1975). 
Husserl, Heidegger, and Gadamer all took exception to this theory and called for a fresh 
perspective of the world and us. Positivist concepts view reality as something “out there” to be 




principles, such as generalities, that can be labeled, identified, or predicted to produce universal 
statement contributions to scientific theories. 
The nature of natural science does not fit the criteria of my research. Aspects of 
predictability, control, and measurement dominate the natural sciences. The field of healthcare 
lies squarely within this domain, as epistemologically, the natural science framework views the 
duality between the object of inquiry and the inquirer (Laverty, 2003). Research in healthcare is 
perceived as being able to attain a viewpoint without biases.  
My research study can add to the domain of healthcare leadership because what it means 
to being a leader in the UCHC space may be hidden from view. Heidegger (1962) spoke about 
this everyday experience in the form of truth, which is an unconcealment, a revealing of that 
which otherwise may be hidden through the telling of my participants’ descriptions. There are 
different sides to leadership that may not be visual but assumed. The kind of leadership needed 
to help transform the landscape of healthcare begins with understanding the “being” aspect of a 
human being. That is the nature of this research study. 
  Heidegger (1977) suggested that the human sciences “must necessarily be inexact just to 
remain rigorous” (p. 120). While natural science concerns itself with observations, 
experimentations, and cause and effect, the human sciences consider everyday human 
experiences, represented in language and culture. The complexity of self-concept can yield 
profound meaning that can only be discovered through the human sciences. We are  
self-interpreting beings that make sense of our world through our encounters and understandings. 
Van Manen (1990) elucidated how phenomenology can contribute to inquiry, by stating:   
When a phenomenologist asks for the essence of a phenomenon– a lived experience– 




somehow capture a certain phenomenon of life in a linguistic description that is both 
holistic and analytical, evocative and precise, unique and universal, powerful and 
sensitive. (p. 39)  
Physicians can yield incredible accounts of how their identities manifests in their 
leadership, particularly in urban community health centers. Physicians who work in urban 
community health centers are in a unique position, providing health care to populations who 
often do not have the economic resources to adequately address their basic needs.  
My Constructivist Epistemology 
The positivist epistemology is highly prevalent in the domain of healthcare as there are 
areas in which hospital outcomes are to be evidenced-based. However, my research investigates 
the complexities of self, such as culture, ethnicity, religion, and so forth, and the goal of my 
research is not to prove a theory, nor is it to extract measurable variables. I aimed to understand 
the “meaning” of how their self-concept were manifested through experiences of leadership, 
specifically physicians leading in urban community health centers. 
There are assumptions of phenomenology that match my current epistemology, such as: 
• “Knowledge is seen as our best understandings we have been able to produce thus far, not 
a statement of what is ultimately real” (Laverty, 2003, p. 26);  
• “All of our possibilities and potentialities in our various life situations are possible 
because of personal and cultural history” (Plager, 1994, p. 72); and 
• “Knowledge is inter-relational” (Kvale, 1996, p. 44). 
Constructivism aligns with foundational inquiry of exploration and self-discovery. “The 
constructivist paradigm provides the best “fit” whenever it is human inquiry that is being 




during this discovery process, only to hope to understand the phenomena of how self is 
manifested through my physician participants experiences. What was required to prepare for the 
hermeneutic stance was what Heidegger (1962) referred to as meditative thinking, a fusion of 
engagement between myself and my participants through language, thinking, and questioning of 
their experiences. 
Phenomenological Theories in Research Applications 
Phenomenology as a research methodology is designed to garner one’s lived experiences, 
and in its simplest form, to describe phenomena. This philosophical movement started in the 20th 
century, most notably by Edmund Husserl, considered the father of the methodology (Laverty, 
2003). Phenomenology is significantly different from the then-previous Cartesian model of 
analysis, which sees the world as objects separate from the individual. Its emphasis focuses on 
experiences as lived by a person, not the world or reality as something separate from the person 
(Valle et al., 1989). 
Phenomenology is the study of phenomena and how they are experienced from the 
first-person perspective (Smith D., 2013). A phenomenological inquiry into leadership studies 
the fundamental structures of human “being” that makes it possible to be a leader in the first 
place (Souba, 2014). Burns (1978) wrote about leadership, that, “it is one of the most observed 
and least understood phenomena on earth” (p. 79). This study proposed to uncover healthcare 
physician interpretation, discovery, and manifestation of self within their leadership.  
In this section, I examine phenomenological theories of research. I do not attempt to 
provide an exhaustive review of phenomenology, neither in the traditional nor in the 




such as Husserl, Heidegger, and Gadamer, I hope to capture many of the philosophical tenets of 
the movement that are the foundation of phenomenological research design and analysis. 
Husserl 
  Edmund Husserl is considered the father of the methodology (Laverty, 2003). Originally 
a mathematician, he changed his focus to phenomenological philosophy. Husserl coined the term 
“pre-predicative experience”; experience before it has been constructed in judgments and 
demonstrated in outward linguistic form, before it becomes consolidated for explicit 
consciousness (Moran, 2000). Phenomenology, in Husserl’s view, was a movement away from 
Cartesian duality, mind and body, as being something “out there” or separate from the individual 
(Jones, 1975; Koch, 1995; Laverty, 2003).  
  A key concept within Husserl’s phenomenology is that of the “lifeworld.” The 
“lifeworld” is understood as what we experience pre-reflectively, without resorting to 
classification or thought, and quite often includes what is taken for granted or those things that 
are common sense (Husserl, 1970). Husserl posited that the mind and objects both arise within 
an experience, eliminating mind-body dualism, as Husserl is more associated with descriptive 
phenomenology.  
 The focus of study for Husserl was phenomena as they appeared through consciousness 
as a co-constructed dialogue between a person and the world (Valle et al., 1989). Koch (1995) 
identified that Husserl viewed intentionality, the direct grasping of phenomena, and essences as 
the key to understanding phenomenology. Husserl viewed the intentionality process as that 
process where the mind is directed toward objects of study, and conscious awareness as the 
source in building one’s knowledge of reality (Laverty, 2003). By intentionally narrowing one’s 





 Martin Heidegger, a German theologian and Husserl’s student, originally devoted 
himself to Husserlian phenomenological intentionality and reduction. However, Heidegger 
eventually distanced himself from Husserl and his work. While Husserl primarily focused on 
understanding beings or phenomena, Heidegger was interested in what he termed “Dasein,” 
translated as “being there” (Cohen et al., 2000). Heidegger decided that the only way to bypass 
what he noted as sterile epistemological frameworks were to disregard the application of the 
terms “consciousness” and “intentionality” (Moran, 2000). 
 Heidegger (1962) helped to introduce hermeneutic phenomenology, a research method 
originally positioned to refer to the human capacity to comprehend their existence (Cohen et al., 
2000). Heidegger’s (1962) view of ontology regarding “Dasein” has four psychological factors: 
care, embeddedness (“thrownness”), possibilities, and projection. These four factors align with 
my epistemology toward working in the healthcare field. “Care is the basic state of Dasein” 
(Heidegger, 1962, p. 293). This means that we as humans care deeply about our lives, how to 
live in it, and that our lives are our own because we must choose what to make of it (Martin, 
2002).  
Radnitzky (1970) further defined hermeneutics:  
Hermeneutic human sciences study the objectivities of human cultural activity as texts to 
interpret them to find out the intended or expressed meaning, in order to establish a co-
understanding, or possibly even a consent, and in general to mediate traditions so that the 
historical dialogue of mankind may be continued and deepened. (p. 22)   
 
Consciousness, in Heidegger’s (1962) view, is not separate from the world but is an 




including what culture gives a person from birth, ultimately presents a way of understanding the 
world (Koch, 1995). This understanding of the world is, Heidegger believed, constructed in 
cultural, social, and historical contexts, and cannot disentangle from that which has been 
experienced. 
From birth, we are “thrown” together into our life contexts that remain embedded for our 
entire lives. It is from these contexts that we come to understand ourselves. “The clearing,” as 
Heidegger (1962) proposed, are special events, practices, or things in our lives that may 
represent a significance to us. The possibilities allow us to choose unique lives from our 
historical culture.  
Our well-lived life involves an ongoing tension between our situatedness (embeddedness 
in a shared lifeworld) and facticity (commitments defined by our situational 
embeddedness and our previous life choices) on the one hand, and our capacity for the 
agency on the other. (Martin, 2002, p. 101)  
We all want to be independently creative decision-makers; however, we are obligated to 
our continuing existence of shared rituals and traditions to which we are beholden. My research, 
optimistically, will bring forth holistic, authentic accounts of leaders’ life stories. Consciousness, 
in Heidegger’s (1962) view, is not separate from the world but is an emergence of historically 
lived experience. The recognition of a person’s history or background, including what culture 
gives a person from birth, ultimately presents a way of understanding their world (Koch, 1995).  
Heidegger’s representation of Dasein’s temporal characteristic is central to my 
exploration of physician leadership and its connection to meaning making, as time grants access 




a past that we can recollect through our memories, a future that we are always living into, and a 
present that immediately becomes a past. 
Heidegger (1962) suggested that there are essential epistemological considerations 
relating to phenomenology. These considerations include the fore structure of understanding, the 
relationship of interpretation and understanding, and the hermeneutic circle. Heidegger viewed 
interpretation as an important component of understanding. One cannot remove one’s 
background or history from ones encounters in the world.  
Heidegger (1962) believed that human existence involves a hermeneutic structure, as 
humans are self-interpreted beings who care about their own lives. “Our world is already 
meaningful and intelligible, and our activities are constituted by and make sense in the world” 
(Plager, 1994, p. 72). I call this “making the invisible visible,” as what I am interested in 
understanding is how physicians interpret their identity and self-concept within their work.  
Lastly, we are circular beings in the world that presuppose understanding. Heidegger 
called the “circle of understanding” such that we understand and “interpret something as 
something” because of our background of shared human practices (Plager, 1994). Interpretation 
is the area of understanding that allows one to bring out salient meaning.  
Gadamer  
Hans-Georg Gadamer (1976), influenced by both Husserl and Heidegger, worked to 
advance Heidegger’s work in a practical application. Like Heidegger, Gadamer thought that 
language and understanding are inseparable formative aspects of human “being-in-the-world” 
and that language is the universal force by which understanding takes place. He viewed 
hermeneutic phenomenology as dealing with how people go about understanding the world in 




Hermeneutics must start from a position that a person seeking to understand something 
has a bond to the subject matter that comes into language through the traditional text and 
has, or acquires, a connection with the tradition from which it speaks. (Gadamer, 1998, p. 
295) 
Gadamer (1998) postulated that language should be the object of research, through texts. 
He thought that these texts, or language, occurred in interpreting and that they are bound 
together, and an evolving process (Laverty, 2003). He also viewed interpretation from the 
perspective of “horizons,” ranges of vision which includes everything seen from a person’s 
viewpoint. 
The interaction between the reader and the text, Gadamer concluded, leads to the notion 
of effective historical consciousness (Allen, 1995). This refers to the responsibility to understand 
the “horizon” of the text by analyzing the contents by which the text was produced, and the 
meanings that words held in that context (Allen, 1995, p. 179). Although Gadamer is associated 
with hermeneutic phenomenology, I do anticipate interpreting and reinterpreting my participants’ 
texts to deepen my understanding of their lived experiences. Therefore, the phenomenon, the 
thing itself, influences the interpretation which in turn can influence the fore-structure, which can 
then itself influence the interpretation once again (Smith J.A. et al., 2009).  
Gadamer (1975) suggested that the essence of questions is the opening of possibilities. In 
researching a topic as broad as physicians’ self-concept, there will undoubtedly be a myriad of 
perspectives represented, and their interpretations, along with my pre-understandings, will be of 






There are similarities and stark differences between the phenomenology of Husserl, 
Schleiermacher, and Dilthey, and the phenomenological traditions of Heidegger and Gadamer. 
Both ways of conceptualizing phenomenology constructs arose from German philosophy, and 
both hoped to uncover the life world of human lived experience (Laverty, 2003). They were all 
primarily concerned with what was lost from empirical positivist scientific studies of humans. 
The use of Interpretive Phenomenology in this study draws from the collective contributions of 
these philosophers “leading to a mature, multi-faceted and holistic phenomenology” (Smith J.A. 
et al., 2009, p. 34). 
  Despite their shared influence of lived experience, they differed in direction of 
illuminating lived experiences. These differences were largely based along ontological, 
epistemological, and methodological domains (Laverty, 2003). Each of these domains are 
discussed in further detail because they are the basis of phenomenological theorist’s viewpoints. 
In researching Phenomenology’s deep historical contexts, I hope to amplify my own  
meaning-making and dialectic of my participants voices. As stated in my Prologue, the 
contextual nature of physicians working in urban community health centers can be particularly 
powerful, but our “taken-for-grantedness” may be inhibiting the growth of furthering solutions to 
health disparities, healthcare economics, and “relationship- centered” care.  
 It will be important to unpack my participant’s interpretations of their self-concept and 
identity, and if they reveal this relationship to the larger context of their specialty, and to the 
larger healthcare climate. The use of Hermeneutic Phenomenology in this study draws from the 
collective contributions of these philosophers “leading to a mature, multi-faceted and holistic 
phenomenology” (Smith J.A. et al., 2009, p. 34). 




  Guba & Lincoln (1985) illustrated questions of ontology (the nature and form of reality), 
epistemology (the nature and relationship between the knower and what is known), and 
methodology (the inquiry by which to seek out whatever they believe can be known) as 
fundamental in analyzing and conducting research. 
My Ontological Perspective 
I intended to express my voice throughout my research that leadership is subjective and 
multi-faceted based on one’s perception, and this presents multiple realities. As Heidegger 
(1962) pointed out, we make decisions in the present for the sake of the events that define and 
give coherence to our lives. Stated earlier in my introduction, I believe that life is enhanced by 
reflecting on the origins of our “Being-ness.” Only by looking over our horizons can we fully 
capture what it means to be a leader. This position is accessible to thinking, questioning, and 
being accustomed to listening to the stories of ontological experiences (Dibley et al., 2020). This 
can make us more holistic, authentic, and transcend borders, religion, culture, and gender.  
Self-concept incorporates all of our past and present, and it helps to shape what sort of life we 
wish to live. “Just as our body needs to breathe, our soul requires the fulfillment and expansion 
of its existence in the reverberations of emotional life” (Dilthey, 1985, p. 59).  
Stated earlier, the only reality I can know is the world as I perceive and experience it, at 
the present moment. The only reality that anyone can know is the world as one perceives and 
experiences it at this moment. The only thing for sure is that those perceived realities are 
different. One of the purposes of this study is to uncover interpretations of physicians’ lived 
experiences as leaders within their respective field. Lived experience gives breath to our meaning 
making, our construction of experiencing and knowing “self.” Such concepts as “Lifeworld” 




Gadamer (1975) suggested that the essence of questions is the opening of possibilities. In 
researching the topic of physicians’ self-concept, there were undoubtedly a myriad of 
perspectives represented. I was drawn to learning more about the lived meaning of my physician 
participants’ existence.  
Epistemology of Being  
The interpretive paradigm posits that there is an association between the investigator and 
what is being investigated. My epistemology is not necessarily unlike Heidegger’s, in that I 
believe that our background, which includes experiences from childhood to adulthood, 
influences our understanding of the world. We as humans cannot completely absolve ourselves 
from our learned cultural and historical contexts. There are culture and history to ones’ 
understanding of being. The significance of understanding the lived experiences of physician 
leaders from different cultural positions was extremely enriching, for my participants and myself 
alike. We all had perspectives that helped us relate to the world, and cope with situations.  
  In Hermeneutic Phenomenology, Heidegger (1962) suggested that there are essential 
epistemological considerations relating to phenomenology. These considerations included the 
fore structure of understanding, the relationship of interpretation and understanding, and the 
hermeneutic circle (Heidegger, 1962). Heidegger viewed interpretation as an important 
component of understanding. One cannot remove one’s background or history from their 
encounters in the world. 
Plager (1994) illustrated the three-fold fore-structure by which Heidegger suggested all 
interpretation takes place: 
1. Fore-having: coming to a situation with a practical familiarity, in other words, having 




2. Fore-sight: because of our background we have a point of view from which we 
interpret; and 
3. Fore-conception: because of our background we have some expectations of what we 
might anticipate in an interpretation. (p. 72)  
It is a fore structure that connects an understanding of interpretation. Heidegger (1962) 
called it “that which is taken for granted” (p. 192). In this respect, most of our everyday 
understanding is tacit and inarticulate (Martin, 2002). We take for granted the encounters that 
happen within our very lives, without reflection of what the encounters mean.  
Lastly, we are circular beings in the world that presupposes understanding. Heidegger 
(1962) called the “circle of understanding” such that we understand and “interpret something as 
something” because of our background of shared human practices (Plager, 1994). Interpretation 
is the area of understanding that allows one to bring out salient meaning.  
The research questions posed in my study helped to establish what physicians take for 
granted in their work, the aesthetic charm of having a position of high regard in this country; the 
lens through which they interpret changes to their practices and industry; and the background of 
expectation of how they would like to be treated within their work.  
Methodology of Phenomenology as a Research Approach  
 Ladkin (2020) equated leadership as a socially constructed phenomenon formed by many 
people in similar conditions. I utilized hermeneutic phenomenology to understand the cultural 
phenomenon of self, exploring the essence of physicians’ experiences. Hermeneutic 
phenomenology can offer the qualitative lived experience of cultural dynamics and may provide 
a lens to investigate value, human behavior, and essences of working in UCHCs. I will now 




Hermeneutic Analysis  
 My research lies within the hermeneutic dialectic relationship. It is hermeneutic because 
it is interpretive and dialectic because it represents a comparison and contrast of divergent views, 
with a summation of achieving a higher degree of synthesis (Guba & Lincoln, 1989). A major 
purpose of the research was not to justify my construction or contradict another’s construction of 
one’s self-concept, but to co-construct new essences of self as reflected by physician leaders of 
different cultural, racial, age, and gendered backgrounds. Figure 3.1 represents the interpretive 
hermeneutic circle as depicted by Harris (2015).   
Figure 3.1 
Hermeneutic Loop or Circle 
 
    
    
Note: Copyright © by Harris (2015), used with permission. 
 
 
Harris (2015) stated that the hermeneutic circle is the “the pattern that develops in the 
dialogue between us and our world: we can understand the whole of something only in terms of 
its parts and the parts only through their relationship to the whole” (para. 3). The dialogue started 




elicited reflection through language. Through this dialectic, I challenged salient themes to better 
understand the “part” of the whole.  
Heidegger’s representation of Dasein’s temporal characteristic was central to my 
exploration of physician leadership and its connection to meaning making, as time granted access 
to understanding “Being.” Our temporality makes “Being” understandable because we each have 
a past that we can recollect through our memories, a future that we are always living into, and a 
present that immediately becomes a past. The unfolding circumstance of being-in-the world was 
distinguished by the interrelationships of all things displayed as meaningful. 
My goal was to trigger deeper reflection and reinterpretation, to capture the essence of 
the respondent’s meaning-making. Smith J.A. et al. (2009) outlined my process of analysis when 
I interviewed participants: 
• Step 1: Reading and re-reading. It was helpful to read the transcript first, then listen 
to the audio recording (p. 82). 
• Step 2: Initial noting. This level of analysis involved looking at the language the 
participant uses, the lifeworld of their concerns, and helping to identify more abstract 
concepts for meaning making (p. 83). 
• Step 3: Developing emergent themes. This level concerned tasking myself to 
reducing the volume of data while also maintain complexity, and mapping the 
interrelationships, connections, and patterns between exploratory notes (p. 91). 
• Step 4: Searching for connections across emergent themes. This step involved the 
developing of charting and mapping how I thought the themes fit together (p. 96).  
• Step 5: Moving to the next case. This process of analysis repeated itself for 




terms. This also consisted of bracketing the themes of the first case before moving on 
to the next (p. 100). 
• Step 6: Looking for patterns across cases. This included looking across all of the data 
across cases to determine what connections can be drawn from them (p. 101).   
I hope that this research unveiled new information about leaders’ perceptions and meanings of 
self, as a part of their identity in the professional role of physician. 
Method of the Study 
In this section, I provide the design of the study with an explanation of my sample 
criteria. Participant, community, and community health center characteristics will be discussed, 
along with my process of data collection. The interview analysis and the timeline for conducting 
the research will be illustrated, and finally, the ethical considerations of this study will be 
displayed.   
Purposeful Sampling 
 My study aimed to identify a purposeful sample of physician leaders with different 
cultural characteristics and identities, including such attributes of race, gender, age and/or 
ethnicities, depending on sample criteria availability, in community health centers in the  
Dayton-Cincinnati, Ohio region. Sandelowski (1995) described a maximum variation purposeful 
sampling with the widest range of characteristics and cultural backgrounds possible to capture 
the phenomenon in its fullest and rawest form. 
Purposeful sampling models are applicable when studying information-rich data in depth. 
“Information-rich cases are those from which one can learn a great deal about issues of central 
importance to the inquiry, thus the term purposeful sampling” (Patton, 2002, p. 250). Morse 




according to the needs of the study” (p. 129). In this phenomenological study, I planned to seek 
out those individuals that have deep experience in physician leadership at UCHCs and have the 
willingness and capacity to reflect on their understanding of self from a cultural and professional 
perspective. Dibley et al. (2020) stated that qualitative research such as this features a “focused 
aim, a highly specific sample, and strong dialogue between researcher and participants” (p. 62). 
Participant Recruitment 
             My research plan and informed consent documents were approved by Antioch 
University’s Institutional Review Board (IRB) in November 2020. To generate physician interest 
for the study, I used publicly available information to initially contact participants, including 
organizational websites and emails. Physicians who were interested in participating were sent the 
Interview Invitation Letter (Appendix A) electronically, to capture demographic characteristics. 
Once it was determined that a physician participant met the inclusion criteria, I emailed the 
Second Contact Email Letter (Appendix B) to set up dates and times for the interviews, along 
with the Informed Consent Form (Appendix E). This was the most tedious process, due to 
physicians’ allowable timeframes, and the real-time impact that COVID-19 was having on their 
personal lives and individual practices.  
            Those participants who did not meet the inclusion criteria were emailed the  
Thank You— Did Not Meet Letter (Appendix F). There was one physician participant who did 
not meet this criterion. I used a snowball method, asking initial participants if there were other 
physicians in their perspective networks who could add depth to the study, and I ended up with 
eight physicians. I stopped at eight participants due to meeting my maximum variation criteria, 





 There were eight physicians who agreed to participate in this study, which included 13 
total interviews. I chose to further explore five physicians who offered a deeper level of 
reflection of their lived experiences. There were also five organizations representing urban 
community health centers in the Dayton/Cincinnati region.  
Table 3.1 represents the descriptions of the physician participants, as self-reported: 
Table 3.1 
Self-Reported Descriptions of Physician Participants 
Participant ID Specialty Ethnicity Gender Age range 






Jessica Internal medicine African Female 55–64 
John Pediatrician White Male Above 65 
Mary Pediatrician Asian Female 45–54 
Jane Internal medicine/ 
pediatrician 
White Female 45–54 
Sarah Family medicine Hispanic Female 55–64 
Peter Family medicine Black Male 25–34 
Alice Family medicine/ 
psychiatry 
White Female 35–44 





 I originally planned to interview my participants face-to-face, but the effects of COVID-
19 limited certain face-to-face interaction, so Zoom was utilized. All interviews were audio 
recorded with the participant’s permission, then transcribed. A sample of my semi-structured 
interview guide is provided (Appendix B). 
The research method included the potential of multiple interviews with physician 
participants that would be scheduled on different days to provide time for further reflection on 
the interview itself, and invited a deep exploration of self as a physician leader. My research 
participants met the following criteria: 
• have the responsibility of a physician working in urban community health centers; 
• have worked in urban community health centers for at least five years; 
• have responsibilities of managing and treating patients, including their symptoms; 
and 
• work in a multi-disciplinary UCHC setting, with various non-clinical and clinical 
professionals. 
Laverty (2003) stated: 
The aim in participant selection in phenomenological research is to select participants 
who have lived experience that is the focus of the study, who are willing to talk about 
their experience, and who are diverse enough from one another to enhance possibilities of 
rich and unique stories of the particular experience. (p. 29)  
Community & Community Health Center Characteristics 
 Physician participants represented five urban community health centers in the 




Greater Cincinnati. I will now profile the metropolitan areas of Dayton and Cincinnati, along 
with each of the five community health centers that represent this study.  
Community Profiles 
 Taken from the Health Collaborative’s Community Needs Assessment Report (2019) from 
southwest Ohio, northern Kentucky, and southeast Indiana, the community profiles of  
Dayton-Montgomery County and Cincinnati-Hamilton County are as follows: 
Dayton-Montgomery County Dayton, Ohio is situated in the fifth most populous county 
in Ohio. Chronic lower respiratory disease and injury deaths are rising, and the rates are higher 
than the Ohio and U.S. rates. Deaths from drug overdoses are also on the increase. Montgomery 
County is one of the eight counties with an increase of days with unacceptable ozone levels. 
Twenty-eight and a half percent of children in the county live in poverty, and there is a lower 
primary care physician ratio 1,100:1 than both the state (1,307:1) and the country (1,320:1; 
Health Collaborative; 2019).  
Cincinnati-Hamilton County The City of Cincinnati is the largest city in the region and 
is comprised of 52 distinct neighborhoods. As of 2016, there were 298,011 residents, of which 
50.7% were Caucasian and 43.1% African American (Kavin & Stefanacci, 2019), a racial 
distribution that differs from the surrounding areas in Hamilton County. Age, education, and 
income distributions also differ between the City and the rest of the county. Nearly 45% of 
Cincinnati children live in poverty, compared to just over a quarter in the entire county. Fourteen 
point four percent of the Cincinnati population does not have health insurance. To increase 
access to care, local federally qualified health centers help to serve approximately 13% of the 
city’s population (Kavin & Stefanacci, 2019). 




 This organization is a fully integrated Federally Qualified Health Center, located in the 
greater Cincinnati area, dedicated in meeting the needs of individuals and families experiencing 
homelessness. The organization serves more than 10,000 patients annually, since 1986. They 
also manage their tri-state area HIV collaborative, serving the medical needs of those suffering 
from HIV (Community Health Center A website, 2020). 
Profile B: Community Health Center 
 This organization is an FQHC in the greater Cincinnati area. The organization provides a 
multitude of healthcare services, including adult and pediatric medical, mental health, obstetrics 
and gynecological services, and substance abuse. They have a network of locations throughout 
the region (Community Health Center B website, 2020).   
Profile C: Community Health Center 
 This FQHC is based in the greater Cincinnati area, and is a religious-mission 
organization. This network, with over five locations, has had more than 42,000 patient visits per 
year. Their mission, in part, is to honor Jesus Christ while helping their patients lead healthier 
lives (Community Health Center C website, 2020).  
Profile D: Community Health Center 
 An FQHC system with eight locations in the Dayton area, this center serves more than 
25,000 patients. This organization provides primary care, women’s health, behavioral and 
management of chronic and acute diseases. They have been recognized as a patient-centered 
medical home, a designation awarded to providing innovative and creative primary care services. 
This organization has a multi-disciplinary approach, utilizes nurses, nurse practitioners, social 
workers, medical assistants, and dieticians (Community Health Center D website, 2020).  




Located in the Cincinnati area, this community health center is an FQHC focused on 
patient-centered care for LGBTQ+IA and HIV/AIDS patients. The community health center has 
several offices spanning several cities, serving patients in Ohio, Kentucky, and West Virginia. 
The organization also offers comprehensive health services, STD testing, psychiatry, trans 
health, and counseling (Community Health Center E website, 2020). 
All of the community health centers treat patients encompassing low to modest 
socioeconomic statuses, immigrant patient pools, and have patients as part of their boards. To 
protest anonymity, I will not identify a participant to any specific site.  
Quality Considerations 
 A productive dialectic negotiation required certain conditions to allow the process to be 
successful: 
• A commitment by both parties to have integrity. I interviewed physician leaders in 
urban community health centers, so ensured to have mutual respect of sharing of 
personal reflection. This process was predicated on the belief that participants 
understood its benefits, and I was able to correct it should it fail. 
• A willingness of all parties to share power. I wanted to empower all of the 
physician participants to speak bravely and freely about their lived experiences. 
• A willingness from all parties to take the time and energy commitments that may 
be needed to be successful. In this process, participants were aware that multiple 
interviews may be necessary for meaning making to occur. 
Topics relating to the reliability and validity for qualitative methodology are considered 
through the lens of trustworthiness, credibility, confirmability, transferability, and authenticity 




rigor, I provided on-going thought of my own experience, and related how my experience as an 
African American healthcare leader connected to self-concept. The “fore-structure” was an 
integral aspect and was acknowledged for the influence it had on the process of interpretation 
(Plager, 1994). A journal assisted me with the reflexive process, and consisted of my 
preconceptions, hypotheses that emerged from my encounters with participants, thoughts and 
feeling triggered by their experiences, and biases that influenced my interpretive lens. The 
journaling process was an integral approach that established the credibility and trustworthiness of 
my making of meaning from the stories offered to me.  
A relationship of trust was developed between me and physician participants. Openness 
and exchange of lived experience enhanced the richness of my data. I conveyed to my 
participants the sense of trust to stay as close to their lived experiences as possible. I requested 
that the participants assist me in making sure that I was capturing the essence of their lived 
experiences. Guba & Lincoln (1989) offered that audit checking serves multiple purposes, such 
as: 
• giving the respondent the chance to correct any errors, whether fact or opinion; 
• offering the opportunity for interviewees to add additional information, by allowing 
them to understand the situation as a stranger would; and 
• putting the respondent on record as having said certain items, agreeing that the 
interviewer “got it right” (p. 239). 
There was time allotted in my data collection process that allowed for proper audit checking to 
occur in accordance with the busy schedule of physicians’ lives in UCHCs. 
For ontological authenticity, I had hoped to extend my participants’ understanding of 




reflections of my physician participants’ interpretations, I intended to discover the reassessment 
of my own experiences and possibly an increased awareness of myself as a leader. Educative 
authenticity was achieved by making my findings available to all of my participants in a form 
that maintained confidentiality. They were able to read the themes that emerged, and I intended 
that the information that materialized would enable understanding and appreciation of all 
involved.  
Interviews of First Round 
All first round interviews were conducted via Zoom due to COVID-19 restrictions, and 
all interviews were between 45 minutes to 1.5 hours in timeframe. From the initial transcriptions, 
I wanted to fully absorb the written narrative of each interview. I began to transcribe all portions 
of first-round interviews from Zoom myself, which I recorded after receiving permission, using 
Word (.doc) format. I wanted to remain as close to the data as possible, as this was key to my 
understanding of the phenomenon. All participants were designated with a pseudonym to ensure 
anonymity. While conducting the interviews, I journaled my initial observations, key thoughts, 
and words that captured the essence of what participants were describing. 
 I read each transcript twice before making further noting, utilizing double-spacing so I 
could delve deeper into their linguistic interpretations, and I allowed ample time to immerse 
myself in each transcript before moving to the next. I wanted to dwell within the data that was 
being produced. In a Heideggerian sense, dwelling is not an idle or passive activity, it is a time to 
build meaning and understanding of what is contained within the data (Dibley et al., 2020). This 
methodology made it possible to enter my participant’s world, respecting their individual 
interpretations and glances of phenomenon, so further questions, inquiries, and interpretations 




 Case-by-case, I pulled out excerpts that represented key aspects of my semi-structured 
questionnaire (Appendix C). Audit checking was accomplished by sending back all 
transcriptions to the perspective participants, allowing a few days for them to fully read and 
attest to the accuracy of the texts. I also sent first-round excerpts to an Antioch PhD colleague 
familiar with coding, and to my dissertation chair. Table 3.2 represents a small sample of themes 
of one of my first-round interviews that my dissertation chair and I coded separately: 
Table 3.2 
Coding Alignment 
Transcript     Coding alignment between myself and coder 
#1 Less agreement; Coder coded theme as more 
reflective in role; I coded as a Superordinate- 
Impact of COVID 
#2 Similar agreement on someone modeling the way 
#3 General agreement on connection/appreciation of 
identity 
#4      Agreed on altruism 
#5      Agreed on working in system of inequities 
  I noticed some of my emergent codes were more superordinate in nature, as I thought 
more expansively about the “thrownness” of my participants. Using the term “thrownness,” as 
Heidegger (1962) labels, I mean that my participants entered in a world that mattered to them in 
some way. The physician participants started to provide glimpses of their human experiences.  




I equated the analysis of data from the first round interviews to how Ladkin (2020) 
explained the concept of “aspects,” “from an airplane flying over a building, the vertical walls 
may be completely invisible, and you may only be aware of the building’s roof and have to  
co-intend the walls stretching down to the street” (p. 21). I felt that the first round of interviews 
and analysis only scratched the surface of the physicians’ depth of experiences. I chose to further 
explore five physicians who gave open and candid interpretations of their life-worlds, and a 
willingness to dive deeper into their lived experiences. The second round of questions involved 
deeper levels of reflection of the impact of COVID-19, how their perceived identity has 
informed how they practice, such as their familial upbringing and influences, the draw towards 
the urban setting, and the turning point of choosing primary care in the urban core.  
 I wanted to examine the co-intended levels of self that is revealed while leading in the 
urban community health space. I had to dwell in the data leading to the second round of 
interviews, allowing my mind to move from one part to the next, making the linkages between 
the voices of my participants. The dwelling process provided the structure that generated further 
threads of inquiry. From the data analysis taken from the first round of interviewees, I chose to 
further explore five physicians who gave open and candid interpretations of their life-worlds, and 
a willingness to dive deeper into their lived experiences. I also wanted a variation of lived 
encounters, allowing for a fuller meaning of self and identity as developed through working in 
UCHCs.   
Like the first round, all second round interviews were conducted via Zoom and recorded 
after asking permission, and each of these interviews was between 45 minutes to 1 hour in 
length. I transcribed all portions of the second-round interviews from Zoom, once again using 




reveal all there is to know” (Crowther et al., 2017), I wanted to remain close to the data, as I 
knew that these interviews were going to probe deeper into the participant’s world. All 
participants kept their designated letter/number combination to ensure anonymity. While 
conducting this round of interviews, I continued to journal my observations, critical thoughts, 
and words that captured the essence of what participants were describing. 
 I reread each transcript before making further noting and allowed ample time to immerse 
myself in each transcript before moving to the next. I wanted to dwell within the data that was 
being produced. This dwelling is two-fold, as Heidegger linked the term “dwelling” as one’s 
reciprocal way of being in the world. For example, when a physician is treating a patient, their 
actions affect the patient. The patient, however, affects the physician as well. The sounds, smells, 
and closeness of their interaction alter both patient and physician. I wanted to enter my 
participant’s world, respecting their interpretations and glances of the phenomenon, so the 
phenomenon could be illuminated. I examined the excerpts and emergent themes from the first 
interviews and used this information to probe more intense meanings. I audit-checked the 
transcripts by sending them back to participants, allowing a few days for them to read and attest 
to the accuracy of the texts.  
Ethical Concerns 
  Garnering the meaning of self-concept from various individuals has ethical 
considerations to address. First, I wanted to allow participants to talk about their experiences 
working in an urban community health center. Hermeneutic phenomenology is most effective 
when the phenomenon to be expressed at the same time and context which I want to understand.  
 Secondly, I planned to have all participants fully understand the potential risks that may 




Board before data collection occurred. I am ethically bound to produce accurate work of 
participants’ lived experiences.  
 Lastly, the topic of self-concept may elicit strong emotional responses. It was important 
to keep all data confidential, including all audio recordings and writings. I wanted to also allow 
space for participants to feel comfortable telling their stories. I was fully aware that the 
information revealed in the data collection may possibly touch on religious, cultural, and 
possibly gender perspectives. The ethics application is in Appendix A. 
Conclusion  
I hoped to gain new insight from physicians’ interpretive accounts of how their  
self-concept manifests in their healthcare leadership. The research is sociopsychological, and I 
chose interpretive phenomenology as my approach. We are all, to some degree, culturally 
conditioned to experience and make meaning of the world as we see it. An individual’s  
self-concept is a significant filter through which motivational attributes, such as altruism, policy 
making, compassion, recruitment, and performance arise, and one’s self-concept does not 
develop in a vacuum.  
I used the phenomenological approach to understand aspects of self-concept, and how it 
manifests in a healthcare leader’s life, making them the leader they are today. Understanding 
one’s self-conception origins, from a lived experience perspective, may help to further examine 
some healthcare personnel issues such as physician attrition in community health centers, 
employee dissatisfaction, work-life balance, and may provide other lenses through which to 
understand these responses. Leadership is highly dependent on the leader’s frame of reference in 




leadership is a cultural phenomenon, heavily embedded in how meaning is created social 
contexts. 
 In Chapter IV, I detail the process of interpreting the data, along with the process of 
analysis. I also discuss the emergent and superordinate themes of the first and second rounds 
interviews, highlighting their connectedness to the whole of experiences. Lastly, I provide the 




CHAPTER IV: FINDINGS 
 Chapter IV represents the process by which I analyzed and connected the relationships of 
physicians’ lived experiences of the study. First, I detail the analysis process of the integrity, 
rigor, and coding of the interviews and provide the interview structure of the participants. I 
discuss the emergent and superordinate themes of the first round interviews, relating them to the 
whole of their experiences and phenomena, and its connection to the parts of their life-worlds in 
the second round interviews. Lastly, I provide the chapter summary and concluding thoughts. 
 The overarching research question of my study is:  
• How do physicians, who lead in urban community health centers(UCHCs), make 
meaning of identity and self-concept in their leadership? 
Within this question, the subquestions that exist are:  
• How would they describe their motivation in choosing to practice in a public service 
sector?  
• How does their sense of identity evolve in leading in an urban community health center? 
Because of the hermeneutic nature of this study, my main purpose was to capture the 
whole of physician participants’ everyday experiences, but also highlight the connected 
relationships, the parts, that working in urban community health center represents. 
Throughout this chapter, I reference both identity and self from a phenomenological 
perspective, not a psychological one.   
The Process of Interpretation 
 Hermeneutics is an art or theory of interpretation. Life experiences present themselves 
before our ability to perceive and comprehend mostly because of unarticulated backgrounds, 
which includes our sociohistorical contexts. I explored the phenomenon of self, identity, and 




through which manifestations of meaning making takes place. Much of our involvement in the 
world remains silent in the background to our expressed, conscious understanding. Even though 
each physician participant had individual experiences, each provided a stream of consciousness 
of interconnected, overlapping relevant themes and subthemes. With this variation in mind, I 
wanted to think about this phenomenon the way the Sokolowski (2000) described viewing a 
cube, with characteristics of “sides”:  
Consider the way in which we perceive a material object, such as a cube. I see the cube 
from one angle, from one perspective. I cannot see the cube from all sides at once. It is 
essential to the experience of a cube that the perception be partial, with only one part of 
the object being directly given at any moment. However, it is not the case that I only 
experience the sides that are visible from my present viewpoint. (p. 17)  
Even though all of my participants are all primary care physicians in UCHCs, each 
offered a different “side” of this phenomenon. This is the foundational tenet by which I wanted 
to highlight my findings, entering the phenomenon from different entry points.  
I also chose to best capture their thoughts, emotions, and life-worlds by creating stories. 
Van Manen (1990) said about the significance of story for human science: 
(1) story provides us with possible human experiences; 
(2) story enables us to experience life situations, feelings, emotions, and events that we 
would not normally experience; 
(3) story allows us to broaden the horizons of our normal existential landscape by 
creating possible worlds; 
(4) story tends to appeal to us and involve us in a personal way; 
(5) story is an artistic device that lets us turn back to life as lived, whether fictional or 
real; 
(6) story evokes the quality of vividness in detailing unique and particular aspects of a 
life that could be my life or your life; 
(7) and yet, great novels or stories transcend the particularity of their plots and 





 The life-worlds and stories of the physician participants may be inextricably linked to 
larger, spontaneous emergences, experiences that are not immediately apparent. Ladkin (2020) 
described these occurrences as “leadership absences.”  
Data analysis was performed by applying the hermeneutic cycle that consists of reading, 
reflective writing, and interpretation of the interview in an alternating fashion (Laverty, 2003). 
The hermeneutic circle encourages a cyclic process of back and forth questioning of my prior 
knowledge; a dialectic process that seeks a deeper understanding of lived encounters and the 
elemental parts of stories to the whole of experiences (Schleiermacher, 1998). Dibley et al. 
(2020) stated that we cannot understand the parts or the whole separately, but instead as one, 
helping to shed light each on another. One of the seminal tenets of this phenomenological inquiry 
is that “knowledge is neither inside a person nor outside in the world but exists in the 
relationship between person and world” (Kvale, 1996, p. 44). Thus, I engaged my participants 
through salient follow-up questions to consider the meaning and interpretation of their reported 
experiences as physicians in UCHC. 
In this chapter, I reveal the many facets of my participants’ stories and my interpretive 
thematic analysis related to the evolution of identity. I offer humbly the thematic work 
understanding the totality of another’s identity can never be fully represented nor understood.  In 
hermeneutic phenomenology, researchers are called upon to give ongoing thought to their 
experience and to vividly claim how their position and experience relate to what is being 
uncovered during the analytic process (Laverty, 2003). Thus, the overt naming of my 
presuppositions and influences become an essential part of understanding the interpretive lens I 




reveal how their stories triggered memories of relevance in my life-world, thus offering a 
transparency of my interpretive lens to the reader. 
First-Round Interview Themes 
Because of the hermeneutic nature of this study, I present the first round interviews as a 
mosaic compilation of interwoven structures between the physician encounters, represented as 
parts, to the superordinate themes, representing the whole of their experiences. “When 
encountering a text, I don’t necessarily know which part of my fore-structure is relevant. Having 
engaged with the text, I may be in a better position to know what my preconceptions were” 
(Smith J.A. et al., 2009, p. 25). This was especially true in generating meaning from the 
physicians’ stories because of such a large variety of experiences in the urban community health 
center environment. I did not have many definitive preconceptions or presuppositions that 
overshadowed my immersion in their experience. Even though I am a teacher of medical 
practitioners, I am not a physician, nor do I work in an urban community health center, which 
provided me the advantage to be probing and curious about the phenomenon from a more 
nascent perspective. I remained open, sensitive, and critical of the disclosed worlds presented to 
me, aware of the dialogic process that took place. The stories that I offer are arranged such that 
they represent different entryways within the hermeneutic loop.  
Figure 4.1 presents the superordinate themes of the first-round interviews of physicians’ 








Figure 4.1  
Superordinate Themes of First-Round Interviews 
 
As stated earlier, I interviewed eight physicians in the first round. I present the findings, 
beginning at the top of the circle in Figure 4.1 and henceforth following the circular flow. I have 
sought to present their experiences with respect and dignity, honoring the living interpretations 
that they constitute. I present the findings in narrative form, as the phenomenon can be best 
displayed by storytelling. Heidegger (1962) stated that hermeneutic phenomenology is an 
ongoing, creative, intuitive, dialectical approach challenging pre-determined rules and research 
procedures, freeing us from diametrically opposed “right” and “wrong” ways of doing things. I 
strove to keep the primordial relationship of their lived understandings as raw and as close to the 




It’s Who I Am 
 The theme of It’s Who I Am developed during the initial portions of each physician 
interview. They highlighted the nature by which they construct their ontological roots of self and 
identity. I captured their understanding of self and identity from a variety of perspectives. 
Merleau-Ponty (1962) emphasized the situated and interpretive aspect of our knowledge about 
the world. It is this embodied nature of experience that is vital to my research. Each of the 
physician participants had their unique relationship of how they viewed their perceptions and 
what they identified with. Self and identity are lenses through which the phenomenological 
inquiry can take place because there must be a medium that substantiates our experiences. The 
participants bring diverse characteristics and experiences—age, gender, ethnicity, race, 
upbringing—that makes an investigation of self and identity compelling. There were stories 
reflecting self-awareness and the impact of cultural identity that originated long before the 
physician participants began the journey to becoming a physician. The primary theme of It’s 
Who I Am is more fully interpreted within the subthemes of Perception of Self and Impact of 
Cultural Identity. 
Perception of Self 
 The emergent theme of Perception of Self was extracted in five of eight participants’ 
stories in the first round of interviews. The physician participants were very descriptive and 
revelatory about their views of self. Self was expressed in the past and present tense, with several 
inferences of how their history informed present-day activities. Peter, a young African American 
physician, represents his interpretation of Perception of Self in the following reflection: 
I grew up in Lincoln Heights, Ohio, it was mostly an African American community 
growing up. When I was younger, I wasn’t somebody who really considered going down 
a route of primary care, I also did not really know about federally qualified health clinics. 




and being a young child at the time, I did not really remember these things. I kind of take 
this for granted, but my childhood pediatrician who took care of my siblings and I 
growing up at, was Caribbean. My mother’s Caribbean, so I did not appreciate the bond 
and connection that I had seen of somebody who looked like me early on. 
 
I heard people say “I don’t see any physicians of color,” well as far as I can remember, I 
did. My pediatrician had her own practice, where she would see primarily black low-
income patients, so I had that in my mind, but I did not see its importance until much 
later on. 
 
The above encounter depicts the “taken-for-granted” phenomenon that Heidegger (1962) 
explicated. During the course of our lives, we experience so much that we cannot possibly 
remember every event in our total recall. Heidegger’s (1966) concept of Dasein requires what he 
called “meditative thinking,” a different way of thinking that leads to open awareness of 
meaningful experiences. In the moment of the interview, Peter recognized the influence that the 
presence of this physician had on his understanding of what was possible for him. I realized that 
I shared with Peter my racial identity, as an African-American man, and remembered  
taken-for-granted professional experiences and events in my life that later influenced my 
understanding of my racial identity.  
Impact of Cultural Identity 
 “Everyday contexts are shaped by broader, historically established, sociocultural 
conventions and practices that constitute a form of life with others” (Martin, 2002, p.100). Three 
of the eight participants had unique cultural experiences that helped to frame the embeddedness 
of their worlds in urban community health centers. They were either not born in the United 
States or spent most of their formative years outside of the United States. The relationship 
between their cultural identity and how it influenced their practice was vividly evident. Two 
stories stood out as recognition of the thrownness, experienced while being introduced to the 




my participants entered in a world that mattered to them in some way. The first account was 
during residency, and the second account reflected their pre-America experiences. 
 Having been born in China, Mary spoke about her Asian background and the process of 
acclimating to the United Sates healthcare system, more specifically the cultural differences 
relating to death. 
I was working at a local hospital doing research when I asked my friend in the lab what 
she going to do over the weekend. She said, “Oh, I’m going to visit my grandma, she’s 
dying.” When she came back to work, what she shared this with me really changed my 
view. I asked her how her grandmother was doing, and she said, “It was so beautiful.” I 
said, “Oh, your grandma lived?” “No, no, no,” she said “she died.” I was shocked, but 
what she said was so beautiful. I grew up in China, and you may not know this, but you 
cannot talk about death. I knew death as something scary and terrible, she described it as 
beautiful.   
Alice had a cultural past that significantly impacted her physician experiences. She was 
born in the United States but left the country soon after following her missionary parents in 
Eurasia. Her parents were involved in international community development, and she recognizes 
the impact that this multicultural experience has had on her medical practice philosophy. 
My mother is from Northern Europe, and that’s where my name comes from. She was a 
nurse by training, a nurse midwife, and my dad carried an American passport but had 
been raised as a Methodist missionary kid in India. His parents, sometime in the early 
70s, moved to Eurasia while he was off in college. He then joined them to work with a 
small organization that was doing a variety of humanitarian aid.  
 
I was raised in Eurasia during the Soviet occupation. I went to a boarding school and then 
came to the States for the first time as an 18-year-old.  I became really interested in 
healthcare as a lens to look at social change and large political change, because at the 
time we were really looking at post-Soviet states and how they were constituting 
themselves. Health care was one of the pillars of the Soviet regime, trying to provide a 
basic package of healthcare, actually not too dissimilar from probably what you saw in 
Cuba. 
 
 It was at this moment that I saw myself in Alice’s experience. I remember briefly telling 
her before our interview about my immersive Cuban healthcare experience and the recognition 




encouraged her to speak more freely about her cultural experiences and its role in shaping her 
identity. This moment echoes the hermeneutic process that allows for intimate understandings 
between the participants and researcher creating a fusion of horizons, as Gadamer (1976) 
posited, and “bridging of personal and historical distance between minds occurs” (p. 95).  
Gadamer’s point aligns with Heidegger’s (1962; clearing: an inter-subjectiveness of shared 
experience) that allowed Alice to be more vulnerable about the meaning of her cultural 
background to her identity.  
Physicians Beginning Journeys 
 The medical internship, the years following graduation from medical school, has long 
been recognized to be the most stressful period for newly established physicians (Packer & 
Addison, 1989). The journey of becoming a physician can be extremely taxing and demands an 
enormous amount of dedication and discipline during this quest. Identity was at least partially 
constructed at the beginning of each of my participants early medical training. All eight 
participants were able to describe the moment when they realized they wanted to be a physician. 
They told stories that reflected their sense of “calling” to medicine whether at an early age or 
later in college years. I have gathered these stories under the theme Physicians Beginning 
Journeys as described by the subthemes of Childhood Visions, Someone Modeled the Way, and 
The Fore-Sight of Social Consciousness.  
Childhood Visions 
 I invited the participants to reflect on their earliest imagery of being a physician. There 
were six physicians who were able to describe their being introduced to medicine at a very early 




unique histories. Jessica, who was born in Africa, came to the United States for her medical 
residency, emphasizing:  
I was one of those people who said, “I want to be a doctor” at eight years of age. My dad 
said “there are no physicians in this family, you really want to do this?” I said, “Yeah, I 
want to be a surgeon.” I just decided when I was under 10 that I wanted to be a physician 
and I think I’m lucky enough that I did it because a lot of people say that and ended up 
not going anywhere. I didn’t know what else I wanted and I had no other ideas. That was 
the only thing I wanted to do and it worked out. 
She brought such passion and clarity to her desire to be a doctor even though there were 
no others in her family in medicine. She set her sights on this goal and felt lucky to achieve it. 
Laura, self-described as a “white Cis-gender mostly female,” illustrates her introduction 
to medicine in a high school work experience stating:  
It started back in high school actually. I was always attracted to science. That was 
something that seemed to fit with my way of thinking. I was really drawn to science 
courses and in exploring that I was able to do.  
 I understood the power of early connection with a field and its lasting influence on future 
choices. I worked in a pharmacy during my high school years. Had it not been for this early 
experience of counting pills, interacting with customers, and making prescription deliveries, I 
may not have chosen a career in healthcare so quickly after graduating high school.  
 John, my oldest physician participant, was introduced to medicine through a painful 
family experience: 
I think I was probably motivated to go into medicine because I had an experience when I 
was a child. My mother died when I was very young, of breast cancer. I can remember 
spending time around hospitals because of that, as she was getting treatment. I think that 
led me to go into medicine as a career. 
 I connected with the phenomenon of watching a parent pass away from an illness. As 
stated in my Prologue, I lost my father to diabetes when I was six years old. As with John, early 
loss of this magnitude may impact understanding of others in need. Heidegger (1962) suggested 




becomes aware that death is a possibility. I am not sure if going through this experience led me 
specifically to a career in healthcare, but it did lead me to being empathetic towards people 
experiencing tough situations.  
Sarah, self-described as a Hispanic female physician, recounts her desire to be a 
physician through books as:  
I actually wanted to become a doctor pretty early in my life. I tell this story of my 
experience being like a library book. We used to go to the public library and they had a 
summer reading program. We would get little sticky things in the summer for books, and 
I read a book called The Day in the Life of a Doctor. It was something I started to become 
interested in.  
 
Books were also a part of Jane’s early motivational reflection, a white female physician 
who grew up on the East Coast. 
I remember as a little kid, I guess six or seven, setting up ventilators for my stuffed 
animals and dolls using bendable straws as breathing tubes. I remember asking myself, 
“Should I be a Veterinarian?” and “Should I be a human doctor?” because at least I could 
kind of talk to my patients. At eight or nine, I read Peggy Anderson’s book Children’s 
Hospital, and remembering being fascinated by those stories, being absolutely enthralled.  
  
Alice introduced me to her childhood experience in the caring and advocacy aspects of 
medicine.  
I think my parents were really influential, they were doing community-based health work 
for a long time. We would have community health conversations around a dinner table, I 
read all the books that they had, you know. I really came into medicine from this 
perspective of community-based empowerment, that was where the drive for healthcare 
should be. I was indoctrinated early in those ideas, as I learned to read on a book called 
Where There Is No Doctor, which is like a manual for lay people who are trying to train 
as healthcare workers, that’s how far back this goes. 
 
 The physicians provided a glimpse of their temporality, giving meaning to this early point 
in their lives of how they conceived wanting to be a physician. Some of their lived experiences is 




motivational commitment. One is committed to an identity in relation to being enmeshed in 
social relationships.  
Someone Modeled the Way 
 Four physician participants chronicled how different role models sparked the idea of 
being a physician. By using the term “idea,” I mean that there were people they encountered that 
inspired the possibility of an unknown career that would eventually lead to being a physician. I 
think that encounters with others, such as friends and loved ones, bring forth the possibilities that 
make choices available to us.  
 Jane described her early encounters with a family member who helped to introduce the 
idea of being a physician as: 
I remember visiting my uncle and his family, he was an internist, and he would take us to 
the office and we would practice EKGs on each other. We would try to figure out what 
the things on the wall, the otoscope, and the ophthalmoscope, were for. At one point later, 
around age 11-12, I remember my uncle being over for dinner, and he asked my cousin 
and I, “what did you want to do?” I said “I still want to do medicine, but maybe I’ll do 
nurse practitioner or PA school.”  I remember being at the dinner table with him putting 
down the silverware, very clearly saying “you know you are smart enough; you can be a 
doctor.” 
 
John tells his story of his encounters with mentors who modeled the way during his medical 
school years. 
I think that the person who I most got encouragement, who was really a mentor for me 
was a female physician who ran the pediatric clinic on the east coast at the hospital there. 
She took me on when I was in between my first and my second year of medical school, 
before I even saw a patient. That summer I had an opportunity to work with her, she took 
me by the hand and introduced me to patient care. By the end of that summer, I was 
functioning almost like the third and fourth-year medical students. I received a lot of 
experience and she taught me a lot, as well as the chief of Pediatrics at the hospital on the 
east coast, where I did my residency. He was also a very bright physician who was a 
jack- of-all-trades kind of guy. I really looked up to him as a role model too. 




It was not really until my third year, where I saw various rotations and being back at my 
initial residence site, I met a nun, a doctor who did general family medicine. She worked 
in the hospital seeing inpatients and rounded on patients in a nursing home. She did 
deliveries, prenatal care, everything that you would think a physician should be able to 
do, and basically was my ideal physician. She was your literal ‘jack-of-all-trades’ 
physician, if anything walked in the door, she took care of it. I said, “that’s what I want to 
be.” Ever since then, my career path would begin to crystalize that idea of how I wanted 
to practice. 
 
The formulation of self as described by three participants John, Sarah, and Peter 
illustrates the power of role modeling. Gadamer (1975) suggested that “understanding begins 
when something addresses us” (p. 299). Participants John, Sarah, and Peter each highlight their 
“ideal” physician, someone with a “jack-of all-trades” skillset capable of treating various disease 
processes in multiple settings. I recalled my first experiences in the healthcare system, first as a 
high school student and second as a Radiologic Technologist in training. I saw an African 
American male nuclear medicine technologist, and he modeled how I wanted to be recognized in 
the world of work. A patient modeled the way as a leader for Alice well into her years of 
practicing. She asserted: 
I have a patient right now who I started treating who has a pretty significant substance 
use and medical history. One day that he came in and said “I am not going to take your 
blood pressure medicines anymore.” On the inside I was freaking out because his blood 
pressure was stroke level. I told him “Well, okay. Do you want to tell me about it? Can 
we have a conversation about this?” He said “you know, I know I’m dying. I have too 
many things stacked against me, I have severe chronic pain from a shattered neck, and 
the one thing that is important to me is that I can ride my motorcycle, out free on the open 
road. The heart and blood pressure medicines that you’re giving me makes me pee 
constantly. It is not worth it to me, I would rather go down in a flame of glory and enjoy 
the last whatever time I have on my motorcycle, because that’s the only thing that gives 
me any meaning anymore, so I’m not going to take them because they make me feel so 
bad.”  
 
It was such an important experience for me, and after a couple months, he decided that 
maybe there were one or two of those blood pressure meds that he’d be okay with trying. 
That is something they do not teach you in residency, but he taught me how to do that. He 





 The exchange of this experience for Alice showed me the enormous learning for 
physicians working in UCHCs. What makes this experience different than other participants 
under the superordinate theme of Someone Modeled the Way was the phenomenon of patients 
demonstrating how they would like their physician to be. I thought of how wonderful it would be 
for all physicians to be this aware of what their patients would like and the challenge that this 
would be in other physician settings, notably non-UCHC organizations. After analyzing this 
superordinate theme, my presupposition was that some of this dialogue and closeness with 
patients gets lost, which may make the phenomenon of working in the UCHC space more salient 
for physicians. 
The Fore-Sight of Social Consciousness 
 Heidegger (1962) noted that we have a point of view from which to make interpretations 
because of our background. Some physicians shared their interpretations of the healthcare 
environment at UCHC. Five of the eight first-round interviews mentioned dialogue pertaining to 
a sense of being socially aware. They elucidated how they thought about the driving influences 
of urban healthcare inequities. They were also very aware of the social determinants of their 
perspective community health center population. Some physicians were able to ascribe their 
social awareness in a past tense, subconscious level, while others could relate this sense of social 
consciousness in more recent, real-time terms. Three stories provide the meaning of this social 
consciousness.  
 Laura gave an account of her sense of social disparities, not only personally, but for the 
communities in which she serves. She went on to say: 
Most of my patients are culturally in a category in which they are oppressed in some way. 
I think being in a community health center in which we are advocating for, and dedicated 
to, serving individuals regardless of the barriers to access services. It has been an 




oppressed groups and trying to provide equitable services within a pretty oppressive 
healthcare system as a whole. It has also been challenging to provide care the way that I 
want to care for folks who I am further identifying with more and more. As I get to know 
myself as well as situating myself with vulnerable, marginalized and oppressed 
populations, I think for whatever reason, the concept of fairness and justice is something 
that has always attracted me in trying to make things a little bit more equitable.  
 
John came into medicine having intentionally sought out urban health environments, 
commenting: 
One of the things that I organized and did in high school was, I grew up in a suburban 
community of Downtown Philadelphia, and I got a bunch of kids from our high school 
together. I got the school to sponsor us and we took a bus down to the inner city once a 
week, to tutor inner city kids who were behind in their reading and math skills. That led 
me to my career of working with kids, motivated me towards helping kids out. I was 
working in the inner-city on the east coast, and it was a pretty rough place to be 
practicing medicine. I felt like I was providing services to people who would not have 
had it any other way. 
 At this stage in the data analysis, after interviewing the first couple of physician 
participants, I noticed motivational attributes in the stories, and a more significant phenomenon, 
what I call “pull,”, that was developing. I could not label it then, but I found myself thinking 
more expansively about the social structures that implicate self.  
 Mary came into her social consciousness after her residency at a community health 
center. 
When I started residency, my patient population at that time was, I would say 95% 
African Americans. They are just so precious . . . I never saw them as poor because I 
grew up in poverty in my homeland. The poverty here compared to how I grow up, is not 
as poor. I never saw myself working for the poor, people would give me that title. I am 
working for the poor, but I love it.  
 
 As an African American researcher, I considered my embeddedness in an urban world 
most of my life and the tremendous impact urban life had on my understanding of healthcare 
disparities. I had a keen awareness that there were significant differences in the allocation of 




physician participants had a history that made their experiences in the UCHC setting more 
familiar. They offered a more expansive and insightful view of the challenges in working with 
patients of UCHCs.  
Why I Practice in an Urban Community Health Center 
 One of the objectives of this study was to unfurl the motivational factors of how the self 
is revealed through practicing in this unique environment. As stated in Chapter II, the average 
median tenure of primary care practitioners in federally funded community health centers is three 
years (Singer et al., 1998). I hoped to capture the meaning they made of navigating in this space. 
The superordinate theme of Physicians Reasons for Practicing in UCHCs is highlighted in 
Caring and Empathy, Altruism, Connection, and Primary Care Not 1st Choice. 
Care and Empathy 
 According to Heidegger (1962), “care is the basic unit for Dasein” (p. 293). As Dasein, 
one finds oneself in a world that matters to them in one way or another, to care deeply about 
one’s life and how to live it.  Care is part of being human, and the physician participants in this 
study expressed wanting to live in a world with deep care and empathy for their patients. The 
emergent theme of Care and Empathy was prominent in six of the eight participant cases. The 
physicians told stories of deep relationships of care and empathy towards the patients they are 
charged with serving.  
 I present four illustrations of how physician accounts constructed care and empathy. Jane 
tells how she interprets the “care” that she shares with patients: 
Yesterday, I was doing tele health, and in the midst of my crazy day, I called one of my 
favorite older patients whose 70, and we have had a long road together. I was the one 
who had to tell her she could not drive any longer. I told her that with her requiring 
oxygen and other medications, I didn’t think it would be safe to drive and she looked at 
me, and said “Doc, I hear you, I don’t like this, but I still love you, and I’ll do what you 




know, if you really think that she’s different and not acting yourself, you should probably 
take her to the emergency room. But if you feel like she is doing OK, you can bring her 
in the morning.” She arrived in our parking lot and was unresponsive when her daughter 
brought her in, so we called the squad. She was intubated in the ER, ended up admitted to 
the unit on a ventilator, and she was in a nursing home two days ago. I was able to 
consult with my patient, and she said “Doc, I love you. I can’t believe we have gone 
through something else.” I said “you know, we’re going to keep working on this.” 
 
Care was reflected in their deep interest to hear from their patients, as described by Alice: 
I will say that the work that I get to do with the particular patients that I get to take care 
of remains one of the reasons to keep moving forward and stay in the field. It is 
enormously satisfying work and I have an outstanding, wonderful group of patients that I 
get to take care of. So that remains a huge drive.  
 
Alice also introduced the topic of the COVID-19 pandemic during her discussion of care in the 
community. 
This global pandemic that we are in the middle of, clearly has impacted my patients in 
ways that are probably quite different than your average suburban docs patients. We have 
many patients living in congregate housing environments, or for whom those options 
have dried up because shelters are closing, or group homes that people were in are no 
longer available or limited because of trying to keep the numbers down.   
 
Laura related her “care” experience to listening to her patients’ stories. She expressed: 
One thing that I went into medicine which does sustain me, because I do not get the 
opportunity to do it as much, is storytelling. I find that I am much more interested in the 
stories that are told to me by my patients, hearing stories of their resilience and survival is 
inspiring to me, and I did not get that in a non-urban community health center. When I do 
get little bit deeper into someone’s story, I think it is always been care in that setting that 
has made things interesting for me, those are the people I’m going to get to know better, 
but I am more interested in their experiences and what they have to say about the world. 
 
 I thought that the physician participants would have some level of care for their patients, 
but I did not know the level of deep care that they would have for patients within their 
perspective communities. Crowther et al. (2017) stated that when a participant bears witness to 
an experience, such as joy, a researcher can “connect the shared human experience of joyfulness 
but never measure the joy, categorize its nature, or bring any other sense of ‘reliable transfer of 




meaning making associated with some of the physicians’ ontological understandings is much 
more powerful.  
Altruism 
 As stated in Chapter II, an individual’s sense of identity is not developed in a vacuum, 
and motivational attributes, such as altruism, might be a significant filter through which  
policy-making, compassion, and performance arise. The theme of altruism was described in five 
of the eight first-round physician participants. Altruism is a vital element of why they attach 
meaning to their care delivery within the community. Altruism was revealed in different ways 
and revealed the connection between who they are and the work they do. Five stories represent 
their lived realities.  
 Sarah felt that practicing in the urban environment is much more than just being a 
physician. 
 You know, the people I am taking care of really are in great need of medical care. 
I like to think that we are providing good medical care, but for me, I feel like it’s 
something greater than just being a doctor 
 
Peter’s altruism manifested over time and evidenced in his early recollections, adding: 
In the beginning, it was the fame and ‘you could be some person that they talk about on 
the news’ or something like that. It did not really shift to something altruistic until much, 
much later on in my early adult life. I think it was more the prestige of being a doctor 
initially, or something important. That is definitely not the case now, even though I think 
what I do is important, it is not the end all be all. 
 
 Altruism was also related closely to spirituality, as two physician participants work for 
the same religious-based community health center, which was prevalent throughout their 
interviews. The religious mission of their community health center is what attracted Sarah to 
practice there. She said: 
I mostly came to this community health center because I did not want to see as many 




each way, we were very much scheduled at that point in 15 minutes slots. I could see 32 
patients on my long days, 24 on my short days, and that was not enough time for me to 
feel like I could do what I needed to do. Whereas this community health center has a little 
bit different focus, as it is ministry focused. The medical directors said, “you know, if 
you see 18 patients in a day, that’s really busy.” I remember thinking that sounds like 
heaven to me. 
 
Mary, who works for a religious-based organization, spoke of her intimate relationship to 
spirituality and divulged:  
They really need a lot of help not just medically; they need social and mental help. I do 
not know if you know that my community health center is mission clinic-focused, so they 
are focused on doing all things for Jesus Christ. That is something different compared to 
before, with other organizations. I tell people, “I’m serving the most marginalized, the 
people in poverty.” I did not choose to do this kind of work in the beginning. I believe 
that God assigned me to be there, because I became a Christian a few months before I 
started my residency. I pray over all my decisions and deliver it to God, waiting for him 
to direct and guide me. 
Alice equated her altruism to a sense of calling, not only to her patients but also to future primary 
care physicians: 
 I get to practice medicine in a setting where I think it matters the most, with people who 
face enormous barriers to care. On a very personal level, it’s a matter of vocation, it’s a 
matter of calling right. I also think about things like the public health aspect of things and 
making your life, work and education make a difference. I get to train future doctors in 
this environment, which is an added benefit, as it is not enough for me to see one patient 
after another. All of this makes me feel like we are expanding our ability to care for 
more. 
 
 The barriers that physicians who work in the UCHC environment are such that longevity 
in the primary care field may be a concern. They work in a multi-disciplinary setting where they 
must consider co-intended aspects of leadership. By co-intended, I mean that “organizational 
culture or community are assumed to be there and to act in unquestioned ways” (Ladkin, 2020, p. 
21). Alice’s quote denotes a higher level of participation other than the routine duties of treating 
the physical aspects of patients in UCHCs, such as leaving a legacy for other physicians who 





 The physicians shared their strong sense of connection to their patients, and to the 
community in which they choose to practice. Five of the eight first-round interviews gave direct 
examples of how this relationship is exhibited and what it means to link to their patients. I will 
share their powerful stories that represent this connection. When commenting about his patients, 
John quickly stated:  
A lot of these people, before our operation came into being, had no primary care, they 
would just intermittently go to the emergency department to treat episodic illnesses, but 
they did not really have good ongoing preventative or primary care. It really makes me 
feel like I’m providing that kind of service to a population that wouldn’t be able to get 
any other way . . . there’s not a lot of primary care available to the inner-city population 
in our area.  
While John talked about connecting to his patients within a larger context, physician participant 
Jane deeply detailed the powerful personal connection she has with one of her patients, stating: 
It is amazing to me that we get to see patients in their best and worst times, we really get 
to walk this nitty gritty journey with them. As wonderful as it was to talk to my patient 
yesterday, this was her second ICU admission the past four weeks with acute kidney 
injury, she kept asking me why she may have metastatic lung cancer. Being able to talk 
with her and say, “we will tell you the truth, we don’t have that information, we are so 
glad you’re doing better, we’re so glad you’re getting stronger,” and also being willing to 
go there and not sugarcoat the truth. She knows that something is going on in her body 
but letting her know “I’ll be there, I don’t know what the answer is going to be, but we 
will certainly figure it out.” 
  
 There were two particularly insightful statements made, one by participant Laura and the 
other by Alice, which represented a concealed phenomenon while expressing their lived truths to 
connection.  
It is still a privilege to be able to care for patients. There are a lot of inequities in rural 
settings too, they are just not my people in the same way. It sounds insulting, but I think 
in a lot of ways I did not identify quite as much with rural folk. I really enjoy living in a 
city, and enjoy the hodgepodge that you get when you have people that are living in close 
proximity that bring different things to the plate, and what happens and evolves when you 





 I knew going into medicine that primary care was where my heart was, probably because 
family medicine has a real focus on community health, and more of a public and 
population health bend, and there’s also this very strong idea of advocacy and that kind of 
work. So, I knew that those were my people. (Alice) 
 
Connection was also an emergent theme that I assumed would have some relevance 
among the physician participants, but it takes an incredible amount of energy to provide the care 
necessary for the most needed and underserved. They choose to connect without much fanfare or 
recognition from the public, even with the pressures associated with inadequate funding and 
decreased staffing.  
Primary Care Not 1st Choice 
An unexpected theme emerged while compiling the data analysis of the first-round of 
interviews. Four of the eight first-round interviews foreground their experiences of not having 
primary care as their original specialty choice. Each physician exhibited a point in time relating 
to their evolution of self. I first noticed Jessica’s experience of entering the United States during 
the residency portion of medical school, when she said:  
I always wanted to do pediatrics, but when I got to the United States, there was only one 
pediatric residency program and they did not take foreign grads, so I’m a realist. I asked 
myself “Okay, next, what else can I do?” . . . so, I picked internal medicine, I picked the 
most practical, I did that and it still allowed me to be a doctor. 
 Although Mary initially wanted to be a family medicine physician, she concluded that her 
immigrant background ultimately altered her choice of specialty.  
One thing that will be different from other physicians who are not from a foreign country, 
is that I wanted to be a family medicine doctor, that was who I was in Asia.  I applied to 
all family resident programs in America and did not get one reply. I then applied to 
pediatrics because I was working at a local hospital, as a research assistant. Because of 
that, I was offered some interviews for pediatrics, but when I look back, I feel it was 
God’s providence and I really enjoy what I am doing now, and can’t imagine if I’m not 
doing it. 
Laura and Alice both double-boarded in their medical specialties, Family Medicine and 





By the time I went to college, I was interested in being a physician, but I wanted to be an 
interventional radiologist, a hyper specialized field. There was something about 
interventional radiology that I thought was so cool, that was what I wanted to do. I knew 
I liked both specialties and I definitely fit more with family medicine. I was lucky, 
otherwise, I do not think this would have happened without my program. 
 
Alice echoes the impact that dual specialties presented saying:  
I started to think about mental health in cross cultural settings where I had worked and 
lived, recognizing that most places on this planet did not have access to formal mental 
health care. It happens in the context of a primary care physician, so I started to think 
about the fact that maybe that was actually a better model, and I wanted to become fully 
trained in the skill sets of both to really start to think about how we make meaningful 
change and care delivery in a way that actually makes a difference for patients.  
 
The evolution of self that Laura and Alice described while discussing their worlds of 
practice choices opened an avenue for further inquiry. I was expecting them to explain that they 
were always led to primary care, not expecting them to describe the evolutionary “clearing” of 
self, providing the inter-subjectiveness of shared experience.  I will further discuss the “evolution 
of self” later in this chapter. 
Impact of COVID-19 
 The COVID-19 pandemic was not a factor in the initial phases of my research design but 
had an over-arching impact on the phenomenon through which my participants were “thrown.” 
In generating physician interest and eventual interview scheduling, I was concerned that the 
COVID-19 pandemic would limit my sample size and demographic variation, limiting the 
potential of capturing a robust understanding of physician self and identity in UCHC. 
During the first round of interviews, just one week after the first COVID surge, the 
physicians implemented their new work schedules and tried to adjust to a new normal. Vaccines 




change that the pandemic presented, and each of them described the emotional toll that it had on 
them and their patients.  
Because of various age, gender, and ethnic characteristics of the physicians, there were 
very personal and poignant stories about how their daily routines were interrupted by this 
uninvited guest called COVID-19. The theme of Impact of COVID-19 was compelling due to the 
disorienting newness of the experience in their medical practice. These are their stories. 
Disorienting Dilemmas  
 I labeled this emergent theme Disorienting Dilemmas because of the conflicting feelings 
and emotions present in the stories. Mezirow (1981) described disorienting dilemmas as 
“traumatic external circumstances that can be a factor in establishing the probability of a 
transformation” (p. 7). John, the oldest in the study, offered personal meaning of how COVID-19 
has influenced his practice: 
When COVID first hit we had to shut down, because they would not let any kids on the 
premises. We divided our practice into telemedicine, and we also moved up to separate 
building up around where another hospital organization used to be. It used to be a family 
medicine building where they do general family medicine. We moved and were seeing 
some patients there and seeing patients while working from home doing telemedicine. 
Once things settled down, they let us come back into the office. We still screen all our 
patients and keep anybody away from the office who might potentially have COVID. We 
will either see them by telemedicine, or just give them a telephone call and try to triage 
them over the telephone. 
He also spoke of the pandemic’s impact on his daily professional routine, adding: 
I have two junior physician extenders that work with me, one’s a physician’s assistant, 
the other one is a nurse practitioner. They are very worried about my health, so that if a 
patient does get through our screening process and shows up at the door, and we find out 
that they have symptoms that could be consistent with COVID, they will immediately see 
the patient and not let me go anywhere near them. So I am really in a bubble, protected 
from being exposed to anybody sick. 
Another deeply personal account of the impact of COVID-19 came from Sarah. Her lived 
emotional reactions to the pandemic were multi-faceted, as evidenced by the following excerpts, 




I would say right now that things are kind of hopeful, you know, we are supposed to get 
600 doses of vaccine this week. I will be in the office this afternoon to know if they 
arrived or not. You know, we are vaccinating for the community, so that’s a big deal. It’s 
a challenge because we have the residents who are still in training, and we’re trying to 
keep everybody safe, but at the same time, there are opportunities of serving the 
community and, if we can get 600 doses given in a week that’ll be great, and we will be 
getting on the other side of this. 
 
We are actually seeing more patients now than we did when the pandemic first started, 
even though the numbers are worse, partly because we have the PPE, and because in the 
residency area they really need to see patients, so that they can get the training they need 
to be ready to go out and do that for a living. We are pretty fortunate to have enough 
protective equipment because our staff and residents are still working every day, but if I 
think about too much, it’s kind of scary. When the pandemic first started I used to check 
the numbers every day, then I started to check the website every week asking myself if it 
is getting better. It is tiring, but I have to keep wearing my face shield and full PPE in the 
office, because we have enough of it. 
 
Because we cannot know if a person has it or doesn’t have it, it is all kind of exhausting 
and scary. I know colleagues who have died from it, so that’s hard, and I’m fortunate that 
none of my personal patients have died, I’m glad about that. You know, I think that the 
closer the disease gets to you, the harder I think it is. 
 
I felt a sense of her transition and progression of how, on one end, she was trying to be a 
resource for her patient population, but on the other end, being deeply personally affected and 
scared by the unknown caused by COVID-19. The COVID-19 pandemic evoked thoughts of 
personal identity, from being responsible for the wellness and care of their patients and staff, to 
placing an emphasis on the health and well-being of themselves and their families. The physician 
participants articulated a heightened sense of awareness of their presence with patients, as the 
pandemic introduced masked protocols, virtual patient visits, fractured lines of communication 
and care for their patients, while at the same time being accountable to the public as subject 
matter experts of a lived experience that they had not previously encountered. During this time, 
vaccines had not yet been developed, so the whole structure of how the physicians worked, along 




 Jessica had disorienting, conflicting levels of interpretation regarding the effects that 
COVID-19 has had on her, describing various feelings, such as growth, learning, imagination, 
innovation, stress, and good. She further expounded on her thoughts saying: 
It has been an opportunity of extreme growth and there has been so many new things that 
we had to do overnight. When this pandemic started, there were so many pivots. We had 
to think fast on our feet and you had to think right. You really could not afford to make 
many mistakes and you had to be decisive. There was a lot of learning, imagination, and 
innovation. It has been very interesting as well, it’s been fun on some level because I 
found myself feeling as if a week feels like a month. 
This experience has really taught me to value flexibility and I love it, because I realize 
that nothing is permanent. What is a great idea one week is considered a bad idea the 
next. You have to do some self-care and make sure you have self-care, because it is just 
very stressful. We have become a very agile organization and because of this we learned 
a lot about ourselves. It has been good and we are surviving. 
Juggling Many Things at Once 
 The physician participants, as a physician, a parent, a child, or sibling, felt the added 
burden of responsibilities generated by the pandemic. I felt overwhelmed with the conjunction of 
their personal stories and my own COVID crisis moments. Jane shared deeply her loss of 
patients who suffered from mental health issues: 
Right now, it’s hard for variety of reasons. With the pandemic I worry greatly about my 
patients. I am humbled and disturbed by how hard their lives are, when you tell them to 
go home and self-quarantine, many times they are not going to get paid. They do not 
know how they are going to make their bills. Sometimes they are living in multi-
generational homes and do not have the resources or knowledge to help homeschool their 
kids on computers. I was talking to one family where they have four kids and their Wi-Fi 
bandwidth does not allow all of them to be on video learning at the same time, because it 
is the cheap free one that the school provides. For my patients who have mental health 
issues, this has been huge. They are more isolated, and some of them do not trust or do 
not have the smartphone for video counseling. We have lost two patients who have 
certainly died of overdoses during this time period, but there have been a lot more lost to 
follow up where the last I heard from them, they weren’t doing well. That has been 
challenging. 
 
Jane also spoke about how COVID-19 has impacted her family and the mental anguish 




I am working from home part-time now trying to jump in on a personal level to help 
homeschool my kids. I found myself asking my husband ‘what assignment is our son 
on?’ because in this hodgepodge and it is insanity! Trying to keep up with the shifting 
changes of all of the things, such as will kids actually get back to school, or kids are 
getting behind on shots at work, hitting at once is crazy. 
 
Pouring Gasoline on a Fire 
The contrasting nature that COVID-19 has had on individuals, both personally and 
professionally, was described in Alice’s realization of the emotional toll that serving patients 
under a pandemic present. From a professional standpoint, she said: 
With the privilege of working with these patients, comes the more painful reality of 
watching people’s lives just be impacted in profound and difficult ways, because of this 
pandemic. The stressors that are involved in caring for some of our communities most 
marginalized, on top of the stress of the pandemic, has been pretty significant. To be 
honest, I mean it has not been a walk in the park. It has required daily thought, vigilance, 
and creativity to try to find ways through, and certainly the population of patients who are 
also suffering from substance use disorders are even perhaps more severely impacted 
than most. We have lost people because of the compounded stressors, so that has been 
part of the lived reality right now. 
 
Personally, she highlighted the importance of her shared relationship with patients who do not 
always have access to technology: 
One of the things that helps keep people going in these situations are relationships, and I 
think the fact that we are having to do this over Zoom, has put a huge stress on the things 
that sustains human relationships. Because so many of my patients do not have the luxury 
of smartphones with videos, they have to come in and see me in person, and in my work 
life, that means sometimes I am the only person that they have seen or talked to in person 
in days or weeks. Those relationships have been so meaningful for me because I am not 
seeing anybody else either, except my patients. That has continued to be a source of 
meaning and helped sustain me. 
 
Looking on the Bright Side 
Peter, the youngest participant, had a different interpretation of how he has been 
personally handling COVID-19 thus far:  
Well, it is family time and having non-work time to spend with family, to be with friends 
and exercise, take care of myself, and do things that are geared toward my own wellness, 




these times automatically carved out, or at least enough downtime in residency and 
medical school to really think about “hey, what am I doing, why am I here?”, etc.  
 
Certainly being done now, you have time to think and reflect on sustaining. I have a 
three-year old girl, so now that I have more time to be at home, I feel a lot more balanced 
than I did before. 
 
Heidegger (1962) called what these physicians described as a “present-to-hand” mode 
experience, where their daily routines were interrupted, surprisingly, promoting greater reflection 
on their practice. The physicians could vividly capture how COVID-19 has influenced every 
facet of their lives, whether personally, family, professionally, or community. They told their 
stories with deep emotion as if there was not enough time to fully verbalize how the pandemic 
had changed them. Ladkin (2020) stated that “the fact that those involved in doing leadership 
have difficulty articulating what they do does not mean leadership does not exist” (p. 44). Not 
only did I believe this to be true, but I also had the same trouble processing their experiences, 
while at the same time, going through similar psychological injuries. I witnessed the gamut of 
emotions while dealing with the pandemic, everything from being hopeful to being very scared 
of an unknown future state.  
Growth and Self  
 As this theme emerged from the data, I thought about time and the influence that 
temporality has shaped the worlds of my participants. Stenstad (2006) explained that time is part 
of a broader issue- temporality:  
Temporality is structured by finding ourselves already in a certain situation (the ongoing 
unfolding of the things that have shaped us in our world, our being more enmeshed in the 
midst of beings with their meanings, an understanding and taking possibilities to move 




All of the physician participants have spent considerable time (at least five years) 
working in urban community health centers. Their evolutions offered unique opportunities to 
experience their lived realities and allowed the entryway for me to ask about leadership lessons 
learned. Once again, with a multitude of different ages, cultural perspectives, and work histories 
represented, I was able to capture the essence of their interpretations of lived meanings. They 
each provided stories of how they constructed their lessons learned working in an organization 
uniquely suited to treating patients with disparate health, social and economic issues. I present 
physicians’ stories of how they construct meaning of growth and self, under the emergent themes 
of Humbleness, Learning From the Patient, and Sense of Realism. 
Humbleness 
 John reflected on his self-growth through his many years of practice. In his words: 
I think that my career has brought me to a realization of trying to be patient. One of the 
things that we suffer with in almost any inner city health center is the fact that our patient 
population does not always keep their appointments on a regular basis, and when they do 
show up, they show up often very late for their appointments, so I try very hard to be 
patient with those kinds of patients and try to see them, even though they might not be 
there at the time that will be most convenient for me to see them. I think I have learned 
that perspective, in terms of trying to be appreciative of the difficulties that these patients 
have in terms of getting their life together, to be able to make or keep an appointment.   
The theme of Humbleness was present in Sarah’s telling of her growth, as she said: 
I think I have grown a lot working professionally with other professions, more like  
team-based care. I understood that conceptually, but since working in the FQHC, I have a 
lot more practical experience with that. I have become a lot better at that, working with 
different professions and being more embracing of the roles that everybody has to play, 
and not needing to do it all myself. The other thing that I have grown is working with 
people who have different priorities, whether you call it threading the needle or walking 
the line, between what different people and their priorities are and making situations be a 
win-win for everybody involved.  
 
Jessica was candid about the growth she gained in her physician journey: 
My leadership skills have definitely grown in this role, because you find out a lot of 




decisions that you make are impacting a lot of people. It is not just about you, you really 
have to think about it and some things that you do you may not realize. For example, I 
have a PA who is a really nice young man, he is my son’s age and he is very pleasant. I 
used to say to him “you’re like my son,” which I didn’t see anything wrong with it. But 
then a colleague said, “by saying that it might look like he’s your favorite.” I did not 
think of that! Here I was thinking I was being nice and friendly, but I really realized that 
everything I say, I have to think of how somebody else perceives it, whether or not that’s 
what I mean, is beside the point.  
It was refreshing to hear how the physicians embraced the experience of humility in their 
work. I think that humbleness creates a better patient-physician partnership and decreases the 
power dynamic associated with the phenomenon. In keeping with this power dynamic, I thought 
about the power that I yield as the researcher of this study, as I wanted to listen and record their 
private and innermost feelings. Derrida (2005) explained that to offer an account of one’s story is 
to testify, and this is based on a telling of truth. In the phenomenological sense, I wanted to 
create a space for them to unconceal their truths.  
Learning From the Patient 
Alice provided her lived encounters of working in her UCHC: 
It’s a daily thing, there are daily new lessons and things to learn. Personally, as a 
physician, one of the things you are trained to do is to pay close attention to your own 
motivations and drives, and make sure that they are not getting in the way of your 
patient’s ability to grow and become fully who they need to be. That can be really hard 
for us because as family doctors, we are kind of paternalistic about everything, we want 
to do a lot of things for a lot of people. We have an idea about how your life should be 
and that is not always what the patient needs, so I think one of the ways that my current 
work is developing me is to find ways to step back and allow the patient to find their way 
and find a way to journey with them, rather than drag them along with my agenda. 
 
Mary encapsulated her physician leadership experience as an expressed relationship she has with 
her patients: 
I will say the growing in knowing my patients more, having the experience and 
relationship with them, and also my spirituality, definitely helped me. All of this 
combined together, especially the relationships that I build with my patients, has really 
helped me to grow and to understand how I can help them better. I have worked there for 




me. You build up the trust and then you learn from them. Most of my knowledge I have 
learned from my patients. 
I did not consider that Learning From the Patient would typify a likely encounter 
between medical provider and patient. In their words, they expressed a lack of public sentiment 
of their professional status and title usually associated with physicians. The physicians’ openness 
of their patients’ thoughts and experiences could be the result of the deeper relationship that they 
established. The general public, I believe, assumes that physicians cannot learn anything from 
their patients, other than medical symptoms. I heard the genuineness in their narratives regarding 
taking a step back from their conceived role, listening deeply, and gaining in growth of “self.”  
Sense of Realism 
When asked about lessons learned, three physicians (Jane, Laura, and Peter) equated their 
leadership to the realist dynamics of their “everydayness” of working in this environment, their 
real-world lived accounts. I illustrate both of their stories. Jane’s sense of realism of how her 
leadership is enacted is highlighted in the following story. 
Actually, both of the places I have worked in have certainly got me a little bit more 
comfortable in treating conditions, which, I think in other settings I would not certainly 
be having under sub-specialty care. For example, my patient whose addiction is at a point 
where she needs a higher level of care, I reached out to my addiction ologist and asked 
‘what else can we do?’, because at this point in time, most of the outpatient places 
weren’t taking patients in the middle of COVID. She and I together figured out this plan 
called micro-dosing, this thing that came out of Canada, where you do such tiny doses 
that they will not have withdrawal, they’re allowed to use for seven days, and that’s 
something that probably an addiction ologist sitting by the patient should be doing. I said 
‘Well, what do we have to lose?’ We are seeing fentanyl overdoses every day, and right 
now she’s continuing to use and can’t do the standard. I think there are still things that in 
a perfect world, our patient would be seeing a specialist, seeing patients with 
uncontrolled diabetes, but that is not necessarily going to happen.  
 
The following narrative is Laura’s perspective of the realism she encountered as a primary care 
physician working in UCHCs: 
I think that I definitely had to be more flexible than working in a higher resource 




think like flexibility and creativity are some of the things that I have had to learn more in 
the setting that I am working in, more than I was necessarily learning in some of the other 
settings that weren’t community health centers that I’ve worked in. I think I get a little bit 
frustrated in the system that we’re living in because of how unfair and inequitable things 
are. My experiences, having the privilege of hearing stories of patients who I might 
otherwise not have naturally crossed paths with, has opened my eyes to my own privilege 
and the way that the world works. That has catapulted me, along with my privilege, into 
roles and positions beyond that of just a physician, on different levels.  
 
Peter offered his real-time example of how his physician leadership was demonstrated to his 
patients.  
I do not want to say I have become cynical, you know, a cog in the wheel. I am doing my 
job and I am trying to prevent people from being hospitalized and prevent all these 
complications, but I’m just one person and there needs to be more of me. I would say 
sometimes it is cynicism, but it has kind of grown into the direction of really seeing the 
problem for what it is, there needs to be more of the health care system that we are 
working in . . . it is not working, it’s broken big time, and it has been broken for decades. 
Unfortunately, the American public is not really aware of what primary care should be, of 
how you cited your example and exposure of being in Cuba and seeing the role there. 
 
Peter mentioned Cuba at the end of this recollection, and I thought about the brief 
moment I had with him about one of the encounters that I had while discovering the focus of my 
research. I told him that I had experienced going to Cuba, researching the country’s healthcare 
system. I believe that by saying this, Peter was emboldened to speak more freely about the 
American healthcare system, what he has been noticing, and his understanding of what Ladkin 
(2020) said are negative presences, or “absences,” the unaware apparent phenomenon that 
influences how we perceive something to be. 
The superordinate theme of Growth and Self led me to looking more deeply at how self 
has evolved through this process of working in UCHCs. I felt a tremendous amount of 
authenticity while engaging with their world in urban community health centers. I had a  
fore-understanding of multiple healthcare factors in urban settings, where health is inequitable 




gained throughout my career and can relate to the evolving state of humbleness and realism that 
comes with treating patients who have various social and medical needs. I will now detail the 
findings of the second-round interviews, including the emergent and superordinate themes. 
Second Round Interview Themes 
 Figure 4.2 illustrates the superordinate themes of the second-round interviews of 
physicians’ Being-in-the World, the deeper relationship between the evolving self, the urban 
healthcare environment, and the larger entity that emerged. 
Figure 4.2  





 The superordinate themes of the second round of interviews represent physicians’ 
involvement in the social structures of their world (whole), and their relationship to them (parts). 
The questions that I asked each physician dived deeper to the critical element of self. Some of 
the questions that I asked were: 
• How has it been for you since the last time we spoke? 
• Considering your personal identity, how has that informed and influenced your 
practice in an urban setting? 
• Can you tell me a little more about the influence of your parents in your personal 
journey? 
• What kind of feelings were you experiencing during your urban experience 
in_______? (each had a different city) 
I show this relationship in a hermeneutic structure, connecting the relationship between 
the hidden intersubjective phenomenon and the interwoven, layered parts of self. I present the 
findings, highlighting the essence of their experiences, illustrating the unique closeness of their 
relationship to their worlds, and offering a more profound depiction of their lives. 
Community Found Me 
 A key idea by Heidegger (1962) regarding authenticity came to mind while the 
physicians were describing their immersion in an UCHC under pandemic conditions. This sense 
of authenticity, he stated, dwells on the unconscious at first, and occurs when everyday 
experience is taken over by experience, “when busy, when interested, when ready for 
enjoyment” (Heidegger, 1962, p. 68). This suggests that Dasein does not choose the inauthentic 
state, it happens upon one. Community Found Me is the subsumption of all of the other themes 




physician participant described a point in their lives when they knew they felt at “home” 
professionally. I refer to this phenomenon as a crucible, a place or situation in which 
concentrated forces interact to cause or influence change or development. 
Returning to the cube scenario presented earlier in this chapter, the totality of my 
participants feelings, encounters, and perspectives were all different, but gave rise to the same 
phenomenon, which Sokolowski (2000) referred to as a phenomenological “identity.” One may 
think of community in physical characteristics, such as streets, buildings, and/or people, but the 
community as depicted by the physician participants represented something else, something 
more. They illustrated examples that were beyond the physical dimension, an energy or force 
that gave each the “ha” moment, as Mezirow (1981) or Csikszentmihalyi (1990) described. This 
realization was different for each physician, but it is the crucible by which they came more 
closely to self-understanding. The theme of Primary Care Not 1st Choice introduced the 
emergent theme of Community Found Me because something led the physicians to primary care 
in the urban core that they were not explicitly stating, nor was it in their initial thoughts. I will 
show the relation and experiences of how community found each physician participant.  
 Community was experienced by Laura while conducting a community health requirement 
for medical school admittance: 
They worked on the interdisciplinary team, a bunch of social workers, pediatricians, and 
nurses.  I was involved in some of their projects as a research assistant, but I was helping 
do things around the office and got to do a little project on my own that summer. I was 
able to go to some of their meetings, and they would talk about these cases in the 
hospital, these heartbreaking consults that they got for children that were being worked 
out for child abuse. I began to see medicine in an advocate role, and seeing examples of 
things you could do to give back to your community and make a larger impact. It very 
quickly became my field I was interested in, even though when I picked the job, I would 
have chosen interventional radiology over this one if it had been available. 
 
I was never uncomfortable being there, even though it was not something I necessarily 




of college. It really spoke to me, and it influenced what I ended up studying.  I wanted to 
learn more about other versions of helping professions that I had not really thought about, 
because I did not have any exposure before that. 
Alice constructed her Community while working with an organization serving inner-city Boston, 
Massachusetts, before medical school: 
There were two things that happened during this encounter, it opened my eyes to this 
world of suffering in under-resourced communities in the United States that I 
superficially guessed were there, and threw me right into this world that finally felt why I 
was supposed to be here in the United States. I realized ‘Okay, I know what to do here, 
that I can learn this, I related to these people on some level, that I have a home here. 
So that place became that, although I was there to serve the people in that community, 
they were clearly giving me a sense of place and belonging too, and that’s really what 
that whole community was about. It was really about understanding that ‘yeah, we may 
wear different roles and we may have different resources, but the reality is in community 
we all give to each other and that’s important’, so that was a huge thing, to feel that I’m 
going to survive this experience in the United States, and if I just keep looking for those 
communities that are kind of on the margins, I will continue to find a place, and it’ll be 
okay. 
 Community found both Mary and Jane through their increased spirituality. Mary found 
spirituality at the beginning of her residency, which led her finding her Community and herself: 
At the beginning I did not choose to work in an urban community health center. That’s 
just God assigning me to be there, because I became a Christian maybe a few months 
before I started my residency.  
During Jane’s first interview, she described elements of her servant leadership essence, but in her 
second interview, she highlights a deeper whole of her being, reflecting: 
For a lot of patients, I think it is interesting that the patients that I pray with breaks down 
some barriers right then and there, that if you are going to God, as brothers or sisters in 
Christ, that helps realizing you’re on the same team, part of the same family. 
 
Sarah experienced the literal sense of Community by returning to practice in her childhood urban 
neighborhood, after originally wanting to go to California for medical school: 
I was born in California, that is where my father went to seminary and they both were 
Berkeley grads . . . I mean, I wanted to go away for my residency, away from Ohio. I 
actually matched in California, but it was not in the cards for me. For me, a lot of it is like 
coming home again, and I’m the most comfortable as I ever have been practicing. My 





Community found Jessica through a couple of different aspects. She discovered a sense of 
community through her patients, “You know, I really enjoy the patients,” and through her 
community health organization: 
I love what I do, and the really amazing thing about our FQHC is that I love the people I 
work with. I love our executive team, it’s a group of dynamic women, a women-only led 
organization. We really work well together, so if I can’t do it that day, somebody’s going 
to pick it up and it’s not going to be you’re not doing your job. You are allowed to be 
weak, you are allowed to mess up and it’s okay because nobody’s perfect, that sort of 
environment. I love working with that group of women and I love my job. Even on the 
bad days, we can laugh at each other and it is so good. 
Community found Peter during the initial immersion of medical school, trying to figure out his 
path. His mission became more salient through discovering what medicine means to him: 
Some of the other experiences working in other specialties that I had, was not really a fit 
with what I entail my practice of management should be. I think it is the numerous 
individuals who work in this field of primary care and having multiple interactions with 
them that furthered where I wanted to be. It’s like if you can imagine a metaphorical nail 
being hammered in from each person and experience you have, until it’s finally where it 
should be. 
 
John found his Community through the disillusionment experienced while working many years 
in for-profit medical organizations. He, however, found Community many years earlier, in the 
ready-to-hand mode of engagement, mentoring children in the inner city in high school:  
That became more of a of a problem, for example, I was very anxious to have students in 
my office with me, to teach medical students from the university.  My partners saw that 
as a negative thing because they said it would decrease my productivity. I decided it was 
time to move on and I found going into inner-city healthcare with a UCHC adaptable, I 
had no problems being able to do both of the things that I wanted to do without anybody 
batting an eye. 
 
 Community Found Me was a culminating, inter-subjective experience that I had not 
expected. In the phenomenological sense, Heidegger (1962) spoke of this as unconcealed, 
something that may be hidden or covered up through the telling of a participant’s account of their 




of interest and motivation for choosing to work in an urban community health center. What I was 
not predicting, however, was their different lived realities and how they made meaning of the 
construction of community. I will illustrate how the whole of this revealed phenomenon relates 
to the second-round emergent themes.  
Impact of COVID- One Month Later 
 There was a lag time of almost one month between the first and second rounds of 
interviews. During this time a considerable amount of transition occurred, not only for the 
physicians within this study, but for American society at-large, due to the impact of COVID-19. 
The country developed several vaccines in hopes of halting the spread of COVID-19, and local 
primary care offices were instrumental in its rollout. The timing of my second round of 
interviews coincided with primary care offices collaborating with local public health departments 
to determine who would receive the vaccines first. I began by asking each second-round 
participant about how they have been since the last time I spoke to them. As expected from the 
interaction with the first interviews, there were powerful responses by most of the physicians. I 
will highlight the powerful stories of two physician participants, Alice and Jane, that symbolizes 
their embeddedness in this environment.   
 One of the most powerful experiences regarding the theme of Impact of COVID came 
from Alice, who vividly described the enormous pressure that she, along with other physicians, 
are under during this timeframe: 
I think across the board, my colleagues and I continue to be really concerned about 
disparate access to vaccines, especially people who do not have access to reliable 
technology. A lot of the signups were online and if you do not have access to the internet, 
or to a smartphone, those are things that really concern all of us. The other thing is that 
many of us are really frustrated with the very strict rules where you can only give the 
vaccine to this age, this particular cohort. If for some reason you still have vaccine at the 
end of the day, my feeling is you grab whoever you can see and give it to them. There are 




the bigger concerns that all of us have about access, especially for people who are 
marginalized already. This is just yet one more opportunity for them to not get equal 
access. 
 
 The COVID-19 pandemic has exacerbated the disparate qualities of efficiency, 
technology, and logistics in how the vaccine has been distributed. I felt the level of confusion 
and frustration that Alice was feeling. In looking at news reports surrounding the initiation of 
vaccine administration, it was a very confusing and disorienting time for many across the 
country. She was charged to take care of her patient population, all the while noticing the effects 
of trying to execute a national vaccine rollout to vulnerable communities.  
COVID-19 has not only affected the patient population of the physician participants, but 
also their personal mental and emotional states of being. Jane talks about the multi-faceted 
impact that COVID-19 has had on her, one as a physician: 
I had a Tele-health visit, which actually ended up being a three way phone call, because 
the primary patient is 70 and does not have the best smartphone connection. Yesterday I 
had to break the horrible news that her breast cancer from 2014 has come back, spread to 
both lungs, down the right side of her pelvis to the bones, and it was just so hard . . . I 
care about this patient deeply, she tells me that she loves me almost every single visit, 
and it is challenging to have to be the one to share that, but on the other hand, I didn’t 
want anybody else to tell her, she is my patient. We have walked a long time together and 
what happened, I blame in some ways on COVID, she was always good at getting her 
mammograms, everything, her last mammogram was July 2019, so she would have been 
due over the summer of 2020. During that time, our mammogram location at our office 
shut down. 
 
And the other as a patient, navigating the intricacies associated with receiving the vaccine:  
 
I was on-call the week, and I received my second dose of vaccine, which did not quite go 
as planned. We were all ready to get our second dose, when we get an email saying “hey, 
we have no idea what’s happening.” We cannot reach the health department, nobody’s 
calling us back, we all have gone through the first dose, knowing that we were going to 
get our second dose on a specific date. They told us that we needed to get ours on our 
lunch break, then it all goes crazy, and we were not sure where to get the shot at all. 
Finally, I get a message that I will receive my shot at the end of the day, and I am 
working my rear end off to make sure I finish on time to get to the health department. I 
get there only to be told “we don’t want to open a new vial, it’s 4:45 pm.” I tell them 
“Well, can I just come tomorrow?” however they said, “No, that’s for the fire fighters.” 




vials. Once they administered the vaccine, I end up dropping my blood pressure, had to 
wait there for 30 minutes, then I finally head back to the clinic. By that evening, my 
husband had to help me get dressed because I could not move my arm above my head, 
my temperature is 101 degrees, but I am still on-call. I take some Tylenol and show up to 
work, but at 1pm, I go home because I was not feeling well. 
 
 I began to ask myself what is not being said about the relationship between Community 
Found Me and a once-in-a-lifetime health crisis such as COVID-19? I think that some of the 
answer may lie in their prior realization of their formulation of community, such as Alice’s view 
of suffering or Jane’s spirituality, which may help to buffer some of the deleterious emotional 
effects of a pandemic. Looking at the pandemic from a much wider viewpoint, whether it is 
caring for others or understanding that life is larger than themselves, assists to clarify what 
community means to them. McMillan and Chavis (1986) identified that membership is one 
element of “sense of community.” There is an aspect of belonging and sharing of personal 
relatedness that the physician participants characterize in their accounts. When a crisis as large as 
COVID-19 exacerbates throughout the globe, what helps these physicians cope is knowing that 
they willingly give of themselves to be a member of the shared suffering that the pandemic 
presents to their patients. They also provide emotional, psychological, and physical support to 
communities that are vulnerable to the detriments of COVID-19. 
The pandemic aggravated the health, social, community, and economic disparities that 
were already affecting urban community health centers. Between the first and second rounds of 
interview data, COVID-19 represented two modes of interaction for my physician participants, 
unready-to-hand and present-to-hand. All of the other superordinate themes were made more 
significant due to the influence of the COVID-19 pandemic, therefore, making the physician’s 





 All five second-round participants spoke of the deep personal impact of their work in 
UCHCs. There accounts reflect a sense of Moral Injury, the witnessing or exhibiting of 
behaviors that are fundamentally opposed to one’s own. The physicians strived to absorb the 
meaning of their experience within the larger healthcare landscape, an increased social 
consciousness, and the larger impact of working in the U.S. healthcare system.   
 Peter is a young African American male physician at the beginning phases of his medical 
career. I followed up with him regarding a term he used in his first interview, “cynical.” He 
elaborated on this feeling in this following excerpt which reflects his Moral Injury: 
What I mean by that is, it is easy within medicine to have patients come in who have 
diabetes or obesity, and other chronic diseases that are widespread right now, but by 
treating just one individual at a time, you really don’t feel like you’re making an impact. 
It is terrible, and as grim as it is to say, if I were to pass away, they would probably find 
somebody to replace me, and life would basically go on. The wars against chronic disease 
and poor health care outcomes would be the same, whether I was working on them or not. 
The other factor is more of the emphasis on documentation, and it is quite funny that as a 
medical student, I was told the majority of the time that I would be spending in health 
care and patient care is actually documenting, as opposed to face-to-face, and now 
actually being on the other end of the training spectrum, I feel that is so true. The 
emphasis is seemingly on the wrong thing, on profit, as opposed to outcome, it is not 
really related to patient care so much. I think having these things that you deal with on a 
constant basis leads one to become cynical and burnout. 
 
Alice has an international background, so when introduced to U.S. culture, she was 
“thrown” into having a foresight of perspective. She added to the topic of moral injury when 
discussing how she and her colleagues are dealing with the pressure of being stressed in the  
day-to-day life during this unique time: 
In my opinion, healthcare is not a commodity to be bought and sold. It is something else, 
I am in the camp that thinks that it is a human right. It is also, at its heart, a relationship, 
so relationships really should not be commodified. When you are operating in a system 
that dictates how the relationship is going to be, and even dictates what you can and can’t 
do for a patient regardless of the science, the evidence, and layers of enormous 
administrative burden on the clinician, it’s more than burnout. I think now in in my world 
colleagues are talking more and more about this idea of a moral insult, that we sign up to 




really complaining about that. That is still very much at the heart of what most of us are 
up to, but it’s being beaten down a little, and challenged by the constant badgering of 
healthcare administrators that squeeze the last drop of blood out of the clinicians, at the 
cost of the doctor-patient relationship, and ultimately, the cost of patients. Physicians are 
constantly feeling like they are having to fight their own system, insurance companies, 
and everything else to try to protect their patients. The public doesn’t really understand or 
see any of that, and physicians are often blamed for the system that we’re in because 
we’re the face of it, and not only are we the face to the public, we find ourselves in this 
role of constantly trying to buffer the patient from the brunt of all of that nonsense, while 
then still absorbing the patient with appropriate rage and fury at things that aren’t 
working. I have quite a few personal friends and colleagues who are done, and they say “I 
have to step out of this for a while, this is toxic.”  
 
 Alice’s account triggered for me Heidegger’s (1966) concept of technology here, as he 
cautions that calculations and measurements can overtake human life, ensuing in a 
commodification of human thinking and acting. Physicians are trained to collect a patient’s 
medical history, including all lab work and other necessary data. They may miss, however, the 
essential nature of human interaction and awareness that arises between patient and themselves. 
The over-reliance on machines and objectification can obscure the possibilities of new thought for 
physicians and others in the medical field.  
 During Jane’s first interview, she recalled her brother as being an influencer of why and 
what she practices. She expressed Moral Injury through an incident her brother went through 
while suffering from addiction: 
What I didn’t know at that time, as I had this idea that he would sort of detox, get through 
it, and not continue to necessarily struggle with other substances. To my knowledge, he 
hasn’t used opiates since that time, but we just got a report two weeks ago that he showed 
up at a family member’s house incredibly intoxicated, and then pretty much drank the 
entire weekend, so I think what I’m realizing with my family, as well as with my patients, 
is addiction is certainly a chronic illness. The other part is that it is what drugs people are 
using, and the amount of it varies, in that you think you’ve solved one problem, and 
sometimes a whole another substance comes more to the forefront. I realized that it is 
really hard to get treatment right now. We have dealt with his situation when he came 
back from Korea with no health insurance, and the state in which he was living in did not 
expand ACA coverage, so part of it was once we started to realize ‘Hey, he probably 
could use some mental health care’, it was then ‘Well, how do we get it?’ He got a 




of it is how do you access that care when there is no health insurance available, and how 
in the world do we, as a country, not have health insurance more readily available? 
 
 What might we do to attempt to understand the Community Found Me phenomenon and 
its relationship to Moral Injury? I pondered how one can feel this way even after finding where 
one belongs. Even though community found each of the physician participants, because of the 
COVID-19 pandemic, some physicians sensed moral injury while navigating care for their 
patients. The physician participants expressed feelings of not making enough of an impact in 
reducing health disparities in urban communities.  
McMillan and Chavis (1986) explained that influence is another aspect of a sense of 
community. Influence in this context refers to a sense of mattering, a feeling that physicians are 
making a difference in the lives of their patients, and that they matter to their patients. Because 
there is a connection and care given toward their patient populations, the physicians notice that 
their patients, collectively, are being impacted by factors outside of their control. Though the 
physicians spoke indirectly about the phenomenon of their sense of community, they also 
highlighted the stressors of working in their UCHC space, and the injury that ensues of working 
against a healthcare system that does not serve patients well enough. 
Racial Awareness  
 Four of the five second-round physician participants experienced a seismic situatedness 
of their racial relationship to the patient populations they serve. Most of them expressed an 
awareness while working in an environment in which disparate health inequities are associated 
along racial, ethnic, and socioeconomic lines. The stories they tell represent race as experienced 
by self, seeing the ‘otherness’ in others, and how self experienced the racial turmoil during the 





Identity as Privilege 
Laura was very mindful of her self-awareness and social consciousness during her first 
interview, possibly due to her situatedness of her gender and racial identity within the larger 
lexicon of healthcare in America. She constructs her racial awareness of the population she 
serves as: 
I think of all the urban settings that I have worked in I would say that I am not culturally 
close to my patients. If I am being perfectly honest, it has been a growth process and 
there was probably a bit of white saviorism that happened in the beginning. It really was 
only as I matured and grew up a little bit throughout my training, that I realized that is not 
helpful, that isn’t going to make anyone better, and that’s more about me than about the 
people that I’m serving. I think it evolved as I found authentic ways to connect and find 
similarities with the patients that I am privileged to serve. That is where some of this  
self-awareness comes from and it helps to fit myself into the world. I am serving with the 
skills that I have been able to develop, in part because of my privilege. I think it has 
helped me grow as a human and as a person, especially racially right now. I have often 
been working at community health centers in which I might see one other white person as 
a patient all day. It is only those that have positions of power and privilege that are white, 
but the majority of the staff are black. There is some embedded racism that I have been 
trying to understand more, then check, because while explicit bias has been something 
that’s been easy for me to recognize, implicit bias is something that I didn’t until 
shamefully late. 
 
It was interesting to hear such honesty and vulnerability about the topic of race. Being 
African American, I know all too well how racial biases can inform and alter health outcomes of 
patients of color. I did not know if my presence as an African American researcher influenced 
how the physicians conveyed their racial encounters, or if they feel comfortable in discussing 
race because they recognize disparities within their patient’s lives.  
Learning 
Alice did not grow up the United States, and did not recognize the deep racial history of 
the country. She tells her lived understanding during the time since she has been a practicing 




My God, I am still so much on my journey of understanding race relations in the United 
States, and I feel like I am just a baby at that. Moving to the area, I did not understand the 
city when I first moved here, and did not understand the deep conflict in the communities 
here. I did not fully appreciate both the wonderful history that this area has of being on 
this side of the Ohio river, and the fact that this really was one of the places that people 
were pushing towards to get to if they could get out of the South.  I am painfully aware of 
the fact that I have so much to learn from what that experience is like for my patients, 
especially my black patients, and it is a process. Every day, I am learning something new 
that I need to take on board, and I fail at it, I screw things up all the time. I think that I am 
grateful when my patients point things out, or are gentle with me when I clearly did not 
get something. I had some really powerful conversations with a number of my patients in 
the summer, when we were having a lot of the marches for in support of black men in 
particular, and I have a huge panel of black male patients that I take care of, so many of 
my patients were so gracious in letting me ask them how they were doing and what their 
experience were, and letting me hear that and sharing what their experiences are.  
 
 It was refreshing to hear Alice describing her relationship with race as learning. I often 
had the image of the learning that patients undergo by their physicians, but I did not think about 
the learning process that physicians experience from their patients regarding race. With many of 
their patient populations heavily immersed with minorities, I find the notion of non-minority 
physicians learning about race relations to be very hopeful.  
Walking a Fine Line 
 Peter is clearly aware of how he is perceived as an African American physician. He tells 
his story of how his awareness of identity is balanced within his daily practice, his  
present-to-hand phenomenon.  
I feel that given the bias that I presume is out there against African American males, 
especially African American professional males, that has motivated me to make sure that 
I follow everything to the to the letter, or that I am always under the microscope. I have 
had preconceived notions before I walk into the room, after I walk into the room, that 
challenges and encourages me to deliver the highest level of care possible, because it’s 
almost like things are working against me as soon as I walk in the door, especially in the 
setting that I’m in right now, where I have rural White Americans, I have a lot of Latino 
Americans, I have people immigrating from Latin America, and you don’t really know 
what the biases people have are. I feel like I am under the microscope that if I were some 
other ethnic group people probably wouldn’t care so much about or let pass . . . I don’t 





As an African American male in healthcare, I routinely did not understand the contextual 
nature of the work environment I was entering. I also felt a “thrownness” in an unknown world, 
unconsciously navigating through this atmosphere oblivious of its effect on me, and my 
influence on it. There were inter-subjective encounters that I felt while Peter was talking, and at 
times, I had a hard time separating his experiences from mine.   
Stuck in the Middle 
 Jane was able to situate self from two perspectives, as a medical provider on one 
spectrum, and from a community advocate on the other. Even though she mentioned having 
awareness of, and care for, patients of different races and ethnicities, she provides a deeper 
understanding of experiencing these differences head-on, an unready-to-hand phenomenon. I will 
highlight the second part of her story of how emblematically tough it has been for her under a 
confluence of political, social, and medical unrest. 
I remember coming to work the day after Trump’s been declared President, and I go to 
see this gentleman, and he says “Well, I guess you’re happy now you have a new 
President.” I was little taken aback because he was assuming that because I’m white this 
was my guy. I said to him “Sir, no, believe me, this is not the president that we desired 
and while I can’t necessarily speak much of politics in an office setting, I’m committed to 
taking care of the least of these, and people who Trump would not want as his 
constituents.” It was this interesting conversation of assumptions being made and trying 
to be able to say “no, I’m really on your side, I’m really on the side of all the folks who 
are being disenfranchised by this president.”  
 
I realized that things are so divided and I think that over the summer, it was challenging 
because Covid was raging, and there were a lot of protests. I remember one time on a 
Saturday morning, our board says, “you guys need to leave, it’s not safe to stay here, we 
think that the march is going to come through.” We had patients to see, we were trying to 
help people and being told, “oh no, you guys need to move” was hard, because we were 
wanting to show that we, as an organization, were certainly not on the side of police 
brutality, but stand in solidarity. I also think one of the other tough parts about  
COVID-19 was not being able to necessarily focus as much on racial justice, as we are 
trying to make sure that our patients were not dying from diabetes, high blood pressure, 





 Jane recalled two events that impacted her perception regarding race. The Trump 
administration had stoked the flames of racial friction and animus over the previous four years 
leading to my research study. For African Americans, there was a heightened sense that 
President Trump was fanning the flames of hatred and bigotry. Secondly, during the summer of 
2020, George Floyd died during a police apprehension in Minneapolis, Minnesota. Over the 
course of the next couple of months, there were a chorus of global protests in objection to the 
incident.  
In her words, Jane was interacting with patients who had been traumatized by converging 
occurrences of Trump’s handling of a pandemic, police brutality, and racial justice, while placing 
her in the middle of her patient’s worlds. As researcher, the previous summer had taken a toll on 
my perceptions of race, politics, and healthcare. Through Jane’s world of description, I reflected 
on how fractured we are as country, how many people have suffered during this unique time in 
history, and the enormous stress endured by the physicians of my study.  
When facing situations that accentuate who the physician participants are in relation to 
the urban environment in which they work, the phenomenon of Community Found Me appears to 
help them see the bigger picture. The participants’ realization of knowing that they were meant 
to work in the UCHC space allows for the reinforcement of their situatedness. The physicians 
have a cultural and historical understanding that permits open dialogue and reflection of race that 
is made possible because of their comfortability of self within their work context. Topics of 
privilege, racial learning, tolerance, and bias became more salient for the physicians because they 
get fulfillment by interacting in this environment. The physicians’ also welcome engagement of 




part of who they are, and because of the acknowledgement of their life’s work, can not separate 
or minimize this aspect of self.   
Evolutionary Self 
 The superordinate theme of Evolutionary Self represents how the physicians constructed 
their evolved self’s. All of the second-round participants detailed how their past has helped to 
inform their present, as Heidegger (1962) calls historicality, the basis of how past events and 
engagement have significance to us. Evolutionary Self is depicted in the following subthemes: 
Early Evolution, Sacrificing Self, and Spiritual Self. 
Early Evolution 
 Laura was able to exhibit detail as she reveals her evolutionary self. I felt a sense of early 
curiosity that she had that propelled her into the field of medicine, and the existential aspect of 
life. In her own words, she tells her lived reality about her early motives of wanting to be a 
physician. 
I think I liked the mystery that happens in science, the discovery, and the way things 
work. If I liked math more maybe I would have been an engineer, but it was more the 
why and the how of life that I think what drew me. I think as about early as I can 
remember it was the biology, the way that things work and how they work on the living 
perspective, is what really fascinated me and why things work in our bodies, and in 
animals, and plants and everything . . . living science is what interested me. 
Sacrificing Self 
 John had a long career and gave several engagements of his trajectory of self within 
medicine. He reflected on his long career, and about the sacrifices he had to make:  
If there is any regret that I have, is that if I had not gone into medicine, I probably would 
have ended up going into some tech-thing, like computers. I was very tech savvy, so I 
could have been maybe a Bill Gates or something like that, but that was back in the late 
60s, early 70s, when that career was just starting, so I would have been in the ground 
level of computer science and technology, but I do not know if I would have had as much 
enjoyment. That was always some aspect of study that I would have liked to have had 





One of the things that I really enjoyed was singing, which I had to give up for a period of 
time while I was going into medicine. Probably in the last 15 years I got back into 
singing, and I sing now with a local organization, so I have been able to resume my 
singing career after a long hiatus. It was not a lot of time to be able to do that kind of 
thing when I was in the busy part of my career, and the last time I sang was for my 
sister’s wedding, then went 20 years without really doing anything, until I started back 
recently. I do enjoy being musical again, unfortunately with COVID-19, we’ve had to 
curtail this last year, I haven’t sung for a year. 
  
Spiritual Self 
 Two participants, Jane and Alice, discussed the impact that spirituality has on their 
evolution of self. Both of these physicians described deeper levels of their spiritual foundation, 
manifested in different ways. Jane has infused spirituality in her day-to-day practice, and the 
following story depicts her construction within this theme. 
I think the idea of treating the least of these, really advocating for these patients, which I 
think in the eyes of the world, they do not think much of. Care has been really important, 
and I have prayed with more of my patients in the last couple of years. I recently asked 
my patient and her daughter if I could pray for them, so I prayed for strength and wisdom 
for those treating her, express the fact that we live in this world where the Bible says 
we’re going to have troubles, and there is cancer, and there is disease, death and poverty. 
After I finished praying, my patient says “you don’t need to worry, you know I love you 
. . . we’re going to get through this,” and it was just so meaningful that we were able to 
try to support each other and speaks to her spirit that she was worried about us.  
 
Alice was very personable and vulnerable when speaking about how she copes during this tough 
and emotional time.  
I am telling you what a physicians’ experience is, but honestly, this is something most of 
my healthcare colleagues feel all the way down the line. Literally most of us in healthcare 
have had some of the same experiences, especially in the time of COVID-19. I think 
some of us cope with it in different ways, find different ways through, and sometimes we 
are better at that than others. I think for most of us having colleagues that we can talk to, 
to really let it out and process through moments when we’re in our darker spot helps a lot. 
Some of us channel our energy to continue to fight for change, that can be really 
gratifying, although also it can be equally frustrating because change is slow and hard. 
  
We are not seeing big wins, we are seeing little, tiny incremental wins, which is how 
change happens, but nevertheless, many of us are really digging down deep to figure out 




me personally, the thing that had helped me get through it is my faith, and that faith 
identity is actually something that keeps me grounded and provides me with a larger 
perspective on what is important. That allows me to absorb a lot more cost then I think I 
would be able to do otherwise, because I’m not really that tough a person, I can be a bit 
of a weenie. 
 
 The physicians expressed aspects of self-related to the engagements and events within 
their lived surroundings. The notion of Merleau-Ponty’s (1968) “flesh” offers an illustration of 
why my participants depicted their lives in this manner. Regarding the phenomenon of “flesh,” 
Ladkin (2020) stated, “I am who I am, not only because of my personality and the DNA which 
determines my physical appearance and potential, but also because of what my environment and 
those around me have evoked from me” (p. 63). 
 The physicians could only have a sense of community were it not for all of their interplay 
and proximity with others and surroundings. How might the notion of flesh enhance our 
understanding of the dynamic between physician leaders and their past circumstances that have 
served to formulate self? Maybe we remember the encounters in our lives which are most 
important at that particular time. I liken the relation between Community Found Me and 
Evolutionary Self to my participants not knowing what work setting they wanted to work in until 
they eventually had lived interactions that allowed for possibilities of what could be. 
The evolution of “Self” that emerged from the data of the second-round physicians were 
very descriptive, diverse, and layered. I had the assumption that physicians would have the 
potential to evolve, but what I did not know how this evolvement would manifest. They each 
charted past reflections that has shaped who they are today.  
Chapter Summary and Conclusions 
 This hermeneutic study intended to examine the meaning making of how physicians 




construction of self-concept, and its relationship to motivation, leadership, and healthcare, 
involving eight physicians across thirteen interviews representing five urban community health 
centers. The two rounds of semi-structured interviews and analysis of data indicate that the 
phenomenon of self in urban community health centers is complex and multi-faceted. I made the 
connection of the emergent themes of It’s Who I am, Physicians Beginning Journeys, Why I 
Practice in an Urban Community Health Center, Impact of COVID-19, and Growth and Self to 
the whole of physicians experience working in UCHCs. In the second round, the relationship 
between the hidden, concealed phenomenon the physicians encountered, Community Found Me, 
to the parts of their experiences, Impact of COVID-One Month Later, Moral Injury, Racial 
Awareness, and Evolutionary Self was also illustrated. 
Figure 4.3 illustrates the conceptual model of Communitas, the phenomenon of 
physicians who work in urban health centers. Colors are meant to highlight the individual themes 
within the model. The data are represented such that the first-round themes (It’s Who I Am, 
Physicians Beginning Journeys, and Why I Practice in UCHCs) are further away from the core 
of Evolution of Identity. The information revealed in the second-round themes (Evolution of Self, 
Impact of COVID-19, Racial Awareness, and Moral Injury) are more salient and moves closer in 
proximity to the Evolution of Identity. Community Found Me was the binding agent that allows 
the physicians to manage the stressors of working in the urban health center space. Their past 
encounters, including upbringing, familial structure, role models, and cultural identity are all 
important factors in how they initially formed their conception of self (It’s Who I Am). Once they 
determined their professional paths, during their beginning medical practice journeys, they 
encountered all of the elements that make the urban health setting so unique (Physicians 




Found Me moments further enhanced their individual motivations for wanting to work in the 
UCHC environment (Why I Practice in UCHC). I combined the first-round (Growth and Self) 
and second-round (Evolutionary Self) themes as they disclose a linear progression of how they 
have personally grown at different times of their lives, before and after starting their medical 
practice journeys.  
Figure 4.3 
Diagram of Connecting Themes of First and Second Rounds of Data—Physicians in Urban 






The impact of the COVID-19 pandemic throughout the study (Impact of COVID-19 and 
Impact of COVID-19-One Month Later) unearthed personal and professional psychological 
stressors that may not have been revealed in a non-COVID-19 setting. They have a racial 
awareness, not only of their personal situatedness within the context of where they practice, but 
the racial composition of their patient populations (Racial Awareness). Physicians’ expressed 
feelings of moral injury that they encountered during the study timeframe and the sense of 
alienation from the healthcare system (Moral Injury) during the COVID-19 pandemic.   
In Chapter V, I highlight the stories of the five physicians who I interviewed a second 
time, Laura, John, Jane, Peter, and Alice. I chose to further probe their stories because of their 
detailed, heartfelt, and truthful testimony of how they searched for meaning of their experiences 
during my interactions with them. Their stories represent the connection of humanity and 
healthcare, and they vividly paint how their identities are expressed during a stressful time in our 
nation’s healthcare landscape. I explore more deeply about how the whole of their encounters of 





CHAPTER V: PHYSICIANS’ STORIES OF HUMANITY AND HEALTHCARE 
 This chapter illustrates the stories of five physicians interviewed a second time, Laura, 
John, Jane, Peter, and Alice. Their stories depict the evolution of Self and identity as physicians 
practicing in an urban community health center (UCHC), including their early childhood, high 
school, college, medical school, and urban community health center journeys. I anchor their 
stories as reflections of the prominent themes that led to identity as a UCHC physician, offering 
a deeper glance into the meaning making and introspection that helped develop who they are 
physicians.  
Story of Laura 
Laura is a White, Cis-gender, and self-identified as a “mostly female” physician in the 
southern Ohio region. She was easy to talk to and spoke about her experiences eloquently and 
descriptively. She was also my first physician participant and introduced me to the phenomenon 
of Self, identity, motivation, and physician work. Laura’s story represented themes of Socially 
Conscious, Connection, Self-Awareness, and Identity as Privilege. I have included those parts of 
her story that reflect her growing sense of identity as a physician at her UCHC. 
I grew up in rural America, although I thought I was in the suburbs. I have been 
working since age fifteen, not thinking about how glamorous the job was. Eventually, I 
knew that I wanted to do something I cared deeply about. The first memories I have as a 
child is thriving in science and biology and thinking “this is so much fun.”  
My first urban experience was a hodgepodge of mixed emotions. It was one of the 
first examples of really being able to connect with people who were different from me. I 
worked in an after-school program helping kids from all different ethnicities. I struggled 
to connect some of the teenagers due to different experiences of how I grew up. I was not 
necessarily drawn to work into the city but took a research internship job in college as a 
way to make money and because it looked great on my resume. It was like killing two 
birds with one stone, but quickly realized that the patients, physician residents, and 
faculty were the people that I became interested in, along with social justice and 
inequities.  
In terms of being a physician, I probably get a lot of my connection, caring, 
empathy and compassionate instincts from my mother, who put her kids and family 




way. They both instilled a ‘pull- yourself-up-by-your-bootstraps’ type of mentality, but I 
understand there is so much more than that. 
The awareness of who I am practicing in UCHC’s has informed the way I 
practice, as I live a non-traditional lifestyle. I actually talk more about race with my 
patients, which sometimes surprises them if I bring it up. Many of my white colleagues 
are the ones who have helped me figure out what it is like to do that.  
 
Reflection on Identity 
Laura explained that her attraction to science in high school, along with her high school 
immersion experience, initially led to her interest in wanting to be a physician. However, 
working for an advocacy center in college changed Laura’s perspective from being a specialist 
physician to primary care became her crucible, as she experienced community while conducting 
a community health requirement for medical school admittance. This advocacy center was 
situated in an urban community setting. She portrayed this experience as exciting and an identity 
crisis that required new skills and understandings to navigate the urban environment.  
Laura’s identity grew through her strong attraction to treating patients whom she 
perceives have been treated unfairly, “there has been a degree of that I think I’m particularly 
attracted to work, and settings in which I am trying to meet the needs for folks for whom things 
had been unfair” (Self-Awareness). She knows first-hand the experience of not having medical 
insurance affecting health quality and outcomes. “I’m struck by how patients can’t get better, 
even from their physical health, if they have some issues with mental health, whether it’s a 
diagnosable condition or whether it is the effects of trauma and stress” (Self-Awareness).  
Laura defined what sustains her in her work as decreasing suffering for patients and her 
sense of duty, compassion, and empathy. She views the American healthcare system almost in a 
combative way, saying, “I think that part of the reason I am not full time working, rather than 
faculty that is contracted out to the community health center, is that I think I actually get a little 




are” (Socially Conscious). Laura’s stories also reflected an expansive view of the world around 
her and have an incredible sense of duty, social consciousness, and introspection. “I think it’s 
been an interesting time with what’s been going on the last four years” (Socially Conscious).  
Laura’s depiction illustrated an intensified and stressful work environment due to the 
COVID-19 pandemic. She had trouble situating herself in the pre-pandemic vs. pandemic 
phenomenon, trying to determine how much of what she saw in her practice was political and 
how much of it was due to other factors. She thinks that the healthcare system was going in the 
wrong direction even prior to the pandemic, but now it has worsened. “I think it has always been 
there and it has gotten worse. I’m still figuring out what leads to that” (Impact of COVID-19). 
She described her patient population as oppressed and marginalized in some way and feels that 
she is an advocate to this group of patients.  
She talked about barriers to accessing the COVID-19 vaccine for her patient population, 
along with supply and eligibility inequities. “Honestly, there’s been such supply issues that most 
of my colleagues and friends that work in healthcare have been able to get it pretty easily, but 
our clinic, actually, has not been able to secure a supply yet” (Connection). Laura sees the 
humanity and dignity of her patients, maybe because she has encountered the world around her 
to be untoward and unfriendly. 
She explained her Identity as Privilege as she perceives as a white physician working in 
the UCHC space, “until I have more colleagues reflect the patients that we’re serving, I think that 
those of us that do have these layers of privilege step up and recognize the white supremacy that 
we’re working within, and that our patients are living with.” Laura’s story connects accounts of 




non-binary, her encounters with the world highlight aspects of difference and exclusion in 
identity formation. 
Story of John 
John’s story is told from the perspective of a seasoned medical practitioner. He was my 
third interview participant and a self-identified white male physician in the over-65 age group. 
His life’s journey depicts themes of Community Advocacy, Learning as Physician, Loss of Self, 
Humbleness, and Sacrificial Self. I have included the parts of his story that best reflect his 
growing sense of identity as a physician at his UCHC.   
My mother died when I was very young, and my father did not go to college. I had no 
internal family member who was in medicine at all, I was the first person in our family to 
do anything with the medical career. One of the first things that made me motivated 
towards caring for children went all the way back to high school, mentoring inner-city 
youth.  I do not know if you want to call it a calling, but I felt gravitated towards being a 
physician. I knew that physician was my career choice when I graduated from high 
school and was fortunate enough to be in a very strenuous Medical School. 
I had two mentors who encouraged me on my physician journey. One of them 
took me by the hand, introducing me to patient care. The other mentor had an indirect 
influence on me, as he was the model ‘jack-of-all-trades’ physician that I wanted to be. 
I have been through a number of other physician careers in my long career. I have been 
full-time faculty at the medical school, worked as a hospital-based physician, as well as 
teaching residents and interns, pediatrics, and medical students. But when I started 
practicing in UCHC’s, I felt like I was providing services to people who would not have 
it any other way. 
Just like there are food deserts, there are healthcare deserts out there and unless 
people are willing to put in the time and the effort to provide the services for people of 
need, they have no other option, or no alternative, except to get a sporadic care from 
urgent cares and emergency rooms.  It is the equivalent of sticking your finger in the dike 
and not really taking care of the big picture. 
I now work with a lot more physician extenders, nurse practitioners, physician’s 
assistants, and I have gained a lot of appreciation for what they can do and how good of a 
provider a lot of them are, in terms of their ability to see patients and take care of patients 
in a caring, compassionate way. I am pretty happy and pleased with what I have done 
over my career. I have been successful at what I have done and have enjoyed my work, 





Reflection on Identity 
During his first interview, John talked about his community advocacy dating back to his 
high school days. He recalled his early interest in helping others, for example, choosing to tutor 
inner-city children. His motivation to serve in “health deserts” continued over his long career as 
he worked in high crime and low economic development communities, “I had a couple of 
different journeys working in the Public Health Service and underserved communities. I was in 
inner-city New York City, a pretty rough place to be practicing medicine” (Community 
Advocacy). 
John spoke eloquently of his transition from earlier careers to now, using the term 
‘disillusionment’ to highlight his journey leading up to practice in a UCHC. I asked him to 
elaborate on his feeling of disillusionment, in which he describes the expectations of 
organizations that did not align with his values. “I think it was being in a for-profit,  
business-oriented practice. There are certain expectations and certain things that were expected 
that didn’t fit in with what I wanted to do, how I wanted to run my practice” (Loss of Self). He 
felt that he lost himself during this process, losing his passion from his early years of practicing. 
His stories reflected significant moments during which he learned the importance of 
compassion and appreciation, “I think as I’ve gotten older, I’ve tried to become more caring and 
tried to become more appreciative of people that I’m working with” (Humbleness). John’s story 
illuminates the challenges, the sacrifices, and the rewards of working in an UCHC that have 
contributed to his identification to the community and the people he serves. “I am pretty happy 
and pleased with what I have done over my career. I have been successful at what I have done 
and have enjoyed my work, although there have been sacrifices” (Sacrificial Self). Early 




Story of Jane 
Jane is a self-identified white female physician in the 45-54 age range and was the fifth 
participant interviewed. Her lived interpretations of her world introduced the emotional and 
psychological impact that the pandemic has had on Self. The themes of her narrative include 
Relationship with Patients, Impact of COVID, Someone Modeled the Way, Learning in an 
UCHC, Spirituality, and Racial Consciousness. I have chosen the parts of her story that reflect 
her growing sense of identity as a physician at her UCHC. 
I grew up on the East Coast about 20 minutes from the ocean to a middle-class family. 
There were not a ton of minorities in my community, and my parents were incredibly 
nervous about taking us to the ocean because I had a family member who died of a 
drowning. My mom was incredibly intelligent and a college graduate. My parents never 
had to worry about my motivation because I pressured myself. My high school 
experience was insanity! I had over a 4.0 GPA and took five AP classes and completely 
placed out in my first year of college. I had a sibling struggle with opioid use disorder, 
which influenced me to do the physician work I do. I feel called to give care to where it’s 
needed, I have a strong faith, and feel like my gift should be used for the least of these. 
I remember my uncle, who was a physician who worked in a coal town, giving 
the care and concern he would give for his patients, who had no money. I remember 
seeing his interactions with patients and you would have never known that his patients 
likely weren’t paying him or able to take care of things. His patients never knew that, in 
his mind, they were worth fighting for. I knew I wanted to be a physician really young, 
and since then, I have become a physician champion. I chose to work at my UCHC 
because I’m five minutes from world class healthcare, although it is still a challenge for 
patients to go to specialists and get the care they need. I’m not seeing as many uninsured 
patients at my practice due to the Affordable Care Act, but it’s still a struggle to find 
specialists on plans, keep appointments, and explain to them their diagnoses. What 
sustains me is knowing that I am making a difference. I pray more with my patients, and I 
think, as I work there over 10 years, more of my patients recognize me and the other staff 
as allies, as people that they can be honest with, people that are trustworthy, people who 
will try our best to put their health first, even if our experiences are different.   
COVID-19 has been hard for variety of reasons. I do not remember a time when 
this many stresses have hit healthcare, at the same time. We are struggling with staffing, 
and one of the things that our UCHC pride ourselves on is teamwork, but right now, a lot 
more people are working at home, so coordination of patient care has been an issue. It is 
extremely hard to get 75 and 80 year-olds transported with only a few days’ notice to get 
their vaccines, so we were ending up with extra doses. It seemed like the folks who were 
getting the extra doses were 20 year-old children of staff members,60 year-old church 




with my patient’s situations, I have also been dealing with my in-law’s medical 
condition, which freaked me out!  
My family ended up staying overnight near the area that I practice recently, for 
relaxation. There was a crime happening that night, and my family and I had never been 
in the community after hours. While trying to keep the kids safe, I thought to myself, “we 
live in a bubble.” 
Reflection on Identity 
Jane started to describe important encounters she had as a child. She envisioned being in 
medicine very early, “when I was eleven or twelve, I remember wanting to do medicine, but 
maybe nurse practitioner school, or PA school.” She almost lost her brother to substance abuse, 
so she knew first-hand that some patients are trying to access healthcare services that society 
deems have symptoms as self-inflicted. Her empathetic response to her brother’s ordeal helps her 
practice medicine with greater compassion and a sense of connection with her patients’ 
circumstances.  
Jane grew up in Asian communities and was aware of the impact of a minoritized culture 
on opportunity. Her uncle was a guiding force in her becoming a physician. He involved her in 
his life as a physician and ultimately helped her build the confidence to choose medicine as a 
career (Someone Modeled the Way). Jane also has a fantastic memory, recalling childhood 
encounters with detail. Jane appears to be driven as a high achiever, which serves her well as a 
physician. Still, her experience at the UCHC opened other facets of meaning and discovery that 
she had not anticipated, “my very first day working at my UCHC, I remember feeling like I was 
in a different world” (Learning in an UCHC). 
In reference to one of her patients, she reflected, “I care about this patient deeply, she 
tells me that she loves me almost every single visit” (Relationship with Patients). One aspect of 
this relational presence was the spiritual connection that undergirds the deep care she brings to 




barriers, that sort of helps to realize we’re on the same team, part of the same family” 
(Spirituality).  Jane thinks of her patients as part of her family, as part of her identity as a 
physician. As with family, she is compelled to defend the rights of patients who do not have a 
voice.  
Since the pandemic started, Jane has been worried about the struggle of patients’ lives. “I 
am humbled and disturbed by how hard their lives are, when you tell them to go home and  
self-quarantine, many times they are not going to get paid, and do not know how they’re going to 
make their bills” (Impact of COVID). “I think all of us are recognizing that, in addition to the 
total of COVID itself, there’s tons of patients who put off their mammograms, tons of patients 
where we’ve scheduled now their colonoscopy two or three times, but the hospital keeps shutting 
down, or you know they kind of go on standby” (Impact of COVID). Her identification with the 
life-worlds of her patients is strong and in the foreground of her work even as she copes with 
being a wife and a working mother with two young children, “So I’m supposed to be off all day 
on Thursdays and half-day on Wednesdays and Fridays, but I’m trying to jump in on a personal 
level to help homeschool my kids” (Impact of COVID). Jane expressed the enormous toll that 
COVID-19 has had on her personal and professional life, and at times, felt overwhelmed by the 
pace of change the pandemic presented, “trying to kind of keep up with the shifting changes of 
all of these things hitting at once is crazy” (Impact of COVID). 
Jane’s dedication to the UCHC community has forced her to come to terms with race and 
her Hippocratic Oath. She had to understand patients’ reluctance to take the vaccine, navigating 
minority groups’ historical mistrust of the medical system in spite of the oath to protect her 
patients’ health, and the link between social and racial justice and healthcare, “I think that right 




they think it’s an experimentation on them, and that’s awful” (Racial Consciousness). Jane’s 
story reveals that spirituality is a central piece of her identity development. 
Story of Peter 
Peter is a self-identified African American physician in his thirties and was the seventh 
physician participant interviewed. Peter’s stories reveal the themes of Perception of Self, 
Cynicism, Larger Contextual Healthcare Issues, Someone Modeled the Way, Evolution of Self, 
Altruism, and Racial Consciousness. I have included those parts of his story which signify his 
sense of identity as an African American male physician at his UCHC. 
I grew up with both parents in the household, but my parents had split up and divorced in 
my college years. We had plenty access to health care and things like that, which was 
atypical in a community like mine, because the majority of families are single parent 
households. 
I had to get hand surgery when I was about thirteen, which did not require general 
anesthesia, and I just remember being utterly fascinated with what I saw, how the surgeon 
knew exactly what to do. I noticed the diversity difference going from a high school that 
had all kinds of backgrounds, to college where I am one of the only persons of color 
there. 
I applied to a lot of Ivy League medical schools my first try, and I did not get in. I 
was at a crossroads about where my next step would be. Several people had an influence 
on my path of being a primary care physician. I interacted with multiple individuals who 
helped to shape what I wanted in life. 
My cynicism started as a third and fourth-year medical student. I started to see the 
health disparities of my patients, patients who had resources, health literacy, and great 
health insurance versus those patients who did not speak English as a first language, did 
not have any resources whatsoever, and seeing how the outcomes are just drastically 
different. 
As a physician, I like to be able to meet patients where they are and trying to 
tailor fit their needs and use the resources of the community. As an African American 
physician with a Spanish-speaking patient population, I am aware of the larger contextual 
issues involving healthcare, such as access to healthcare in the broadest sense, health care 
delivery compared other countries, and health disparities in this country. Our 
pharmaceutical system works in America, and it is great for making money, but it doesn’t 
really translate so well to the patients who matter most. I try to bridge gaps between 
communities. 
In five years, I would hope to be a physician that is involved in community 
outreach, more than the traditional sense, helping patients overcome obstacles affecting 





Reflection on Identity  
Peter elaborated on how being an African American male provider has helped to inform 
his practice by saying, “I did not recognize racial difference until much later in my medical 
school journey” (Perception of Self). Peter acknowledged health disparities within his patient 
population and with the larger contextual influences of society. His story illustrates his evolution 
of Self, noticing how introverted he was in college, eventually coming out of his shell. He spoke 
about elements of the unconscious aspect of his identity, arising from the influence of his 
childhood pediatrician, who was from the Caribbean.  
Peter chose secondarily primary care, but after experiencing the primary care world, he 
found that it was the path he wanted to pursue. He was interested in the lifestyle that a physician 
provided but developed his altruistic characteristics while practicing in the UCHC space, “I 
wasn’t somebody who really considered going down a route for primary care. It didn’t really 
seem as glitzy and glamorous as a lot of the other specialties did” (Evolution of Self). Peter had 
several role models who were examples of the kind of physician he wanted to be, stating, “Its 
hard to really distill it down to one person, it was several people” (Someone Modeled the Way). 
Peter discussed the impact that COVID-19 has had on his practice and how he is 
personally managing the pandemic. He highlighted positive aspects and strategies of dealing 
with telehealth, such as being able to spend time with his three-year-old daughter, saying, “I have 
a three-year-old girl, and so, granted, now that I have more time to be at home and so on, you 
know, I feel a lot more balanced than I did before” (Impact of COVID-19). As a father, he 
reflected on the enjoyment of spending time with his daughter during COVID-19, experiencing 




experience represented his attitude regarding having his work schedule altered but not having 
some of the negative encounters to glean from. 
Peter’s story also reflects the cynicism he experienced working in a system that does not 
always operate on behalf of those it proposes to serve: 
What I mean by cynicism is that it’s easy in medicine to have patients come in with 
diabetes or obesity, and a lot of other chronic diseases that are epidemic right now, but by 
treating just one individual at a time, you really don’t feel like you’re making an impact 
(Cynicism).  
 
As an African American man who grew up in the urban core, he identifies with how larger 
societal and contextual concerns can be exacerbated in urban communities. He feels that he must 
do more than his colleagues to garner the respect demanded from a physician. “I had these 
preconceived notions before and after I walk into the room that challenges and encourages me to 
deliver the highest level of care possible because it’s almost like there’s already things working 
against me” (Racial Consciousness). This experience has given him pause to think about why he 
performs the work that he does. Peter’s story illuminates how role modeling and race has 
influenced his identity development. 
Story of Alice 
Alice has been in practice a few years and is a self-identified white female in the 35–44 
age range. She was the eighth physician interviewed whose embodied reflection encapsulated 
core threads of the research study. Her experiences were representative of the following themes: 
Identity, Learning in Urban Setting, Sense of Self, Moral Injury, Connection, Spirituality, Impact 
of working in U.S. healthcare system. I have gathered the parts of her story that reveal her 
growing sense of identity as a physician at her UCHC.  
I formed my personal identity as an adolescent while attending a small international 
boarding school in the Mountain range in Asia. I had a very conflicted identity of what it 




United States. I had some interesting experiences in college. I tried to join the Asian 
student association, and that didn’t go well. I didn’t understand anything about the racial 
issues in America.  
Before entering medical school, I volunteered working in the inner city at a 
halfway house on the east coast. This experience blew my mind! There as a low income 
housing development apartment on one side, and the other side was known for drug 
activity. I helped people who had health ailments, such as dialysis, HIV, or Narcotic 
Anonymous. This experience opened my eyes to patient’s suffering in under-represented 
communities in the United States, but I finally felt at home in this environment. I knew 
then I was going to survive this experience in the U.S. 
I had hundreds of people influence me on my career path. I have only been a 
practicing physician for a few years, but I feel very passionate about the care that we 
provide in the UCHC environment, about the larger issues of justice that are constantly at 
play with our patients and being engaged in a very mud-on-my-boots kind of way. It 
makes it meaningful and worth it, and I feel privileged I really . . . I feel that I have a 
huge privilege to be allowed to do that work and be led into people’s lives in that way. 
I try to understand my patients, helping to journey with them, meeting them 
where they are, peeling back the layers of the onion, and not pushing them where they are 
not willing to go. For me, it even goes deeper, it comes from my profoundly embedded 
community-based development principles early on that allows me to listen to what is 
important to my patient’s and try to figure out what do I bring to the table that might be 
useful to them. 
I love human bodies and minds and think people are fascinating. I am curious 
about that and it turns out to be a guiding principle for me, but also as a Christian, that 
there is a sense of serving people who are on the margins. That is part of what I believe 
the Christian is called to do, and almost always at person cost, that it is okay to suffer in 
this setting. 
 
Reflection on Identity 
 Alice is very cerebral in her storytelling, setting up the lattice of who she was by 
answering the first question by saying, “The first thing that you should know about me is that I 
am a primary care physician, a family doctor, and psychiatrist by training, so that actually colors 
how I see myself and how I see my role in the community health center where I work” (Sense of 
Self). Her personal and professional backgrounds are very vast, and it was clear to me that the 
data collected from Alice provided a critical lens of my phenomenological research. 
She gravitated toward working in underserved communities long before becoming a 




hundreds of influences on her journey of becoming a physician and how she practices; the people 
in her life saw something in her. She has been deeply entrenched in serving the urban community 
and was thrown in this phenomenon, looking at more significant humanitarian issues since 
childhood. “I worked for about eight years in another federally qualified community health 
center out on the east coast before I went to medical school, so in some respects, when I landed 
at my UCHC, I felt very at home” (Identity). 
Alice wanted to work for a UCHC network that provided care for the homeless and finds 
her work enormously satisfying, recognizing the impact of working in UCHCs as a privilege. 
She states, “It makes my work meaningful and worth it, and I feel privileged to be allowed to do 
that work” (Learning in Urban Setting). She also leads an initiative that provides medication 
assisted treatment for opioid use disorders.  
What sustains Alice in her work now is having meaningful relationships with her 
patients, and she feels a sense of duty in caring for them. She says that her training allows her to 
meet patients where they are naturally, but it goes a little deeper for her. Her sense of duty as a 
physician is a calling for her and yet it is her religious faith that grounds her in her compassion 
for people,  
I’m a Christian, and my identity as a Christian is at the heart of why I do what I do . . . 
there is a sense of serving people who are on the margins, and that’s part of what I 
believe the Christian is called to do, and sometimes at personal cost, actually almost 
always at personal cost, and that it’s okay to suffer in that setting (Spirituality). 
When initially asked how the COVID-19 pandemic affected her and her patients, Alice 
went in several different directions. She reflected on the last four years as she discussed elements 




caring for patients and operating under a capitalistic system and well aware of health and 
healthcare disparities associated with her patient population. She has a more holistic view in 
trying to limit inequities, such as lack of funding and resources, saying, “It became clear to me 
that one of the hidden drives of all the trouble that we saw on a daily basis in the hospitals had to 
do with unmet mental health issues. I started to think and recognize that most places on this 
planet don’t have access to formal mental health care” (Impact of Working in U.S. Healthcare 
System). 
Alice spoke about how being a white female physician working in a UCHC has informed 
how she practiced. She is constantly learning and understanding the impact of race, 
socioeconomics, and healthcare disparities. She said her African American male patients often 
guide her when she makes racial and social justice mistakes. “I had some really powerful 
conversations with a number of my black male patients during the marches in the summer.” 
(Connection). 
Alice’s story introduces the phenomenon of moral injury, the feeling of working in a 
system that often work against her, and the complexities that working in UCHCs entails. “That’s 
the reality and it gets tiring . . . it is more than burnout, it’s like a moral injury that is there that 
we’re trying to navigate. We’ve had instances where people in leadership have thrown 
physicians under the bus and that’s pretty horrifying” (Moral Injury). She regularly talks to her 
physician colleagues about burnout and believes that COVID-19 has further exaggerated the frail 
system in which they practice care. Alice’s formative years were not in the United States and her 
experience with race and class inequities confronted her as a physician in a UCHC where she 




through the connection and experience with her patients, she has discovered that her identity 
formation has been due to living in a different culture during her formative years. 
Conclusion 
 In this chapter, I have told the stories of five physicians of varying self-described 
characteristics, a self-identified non-binary, two men, and two women. The stories of my 
physician participants touched on personal reflection, growth, and possibilities. They opened 
their lives to me, providing testimony of their innermost thoughts and emotions of their past, 
present, and future selves. There were reflections expressing how meaning making is revealed 
through examples of gender, race, age, and culture dynamics. I have attempted to offer deeper 
snapshots of multiple realities of how Self and identity are manifested in their physician 
journeys. 
Chapter VI elaborates on the overall themes and subthemes of the findings and how these 
compare to the existing literature on identity, motivation, leadership, and healthcare. I explain 
the significance of their interpreted meanings while also providing implications, 




CHAPTER VI: DISCUSSION 
The focus of my study was to discover physicians’ lived experiences and evolution of 
identity while leading in urban community health centers (UCHC). In this hermeneutic 
phenomenological study, “The goal of an interpretation is to create a research report that engages 
the reader in the experience of the phenomenon as lived by others, inviting new questions, 
understanding, and possibilities, and to invite new thinking” (Dibley et al., 2020). I was 
interested in how self and identity played a role in physician leaders choosing to work in urban 
health centers and thus sought to include physicians of different racial, ethnic, gender, and age 
characteristics. Consistent with Sokowloski’s (2000) view, different perspectives or “angles” 
allow for unique orientations to how something is perceived. Thus, by choosing physician 
participants from varied backgrounds, I wanted to delve deeply into their interpretive world. 
Furthermore, the UCHC environment provided a specific and diverse context, offering a unique 
opportunity to consider the influence on physicians’ understanding of self and identity.  
The overarching research question of this study was:  
• How do physicians, who lead in urban community health centers, make meaning of 
identity and self-concept in their leadership?  
Within this question, the subquestions included:  
• How would they describe their motivation in choosing to practice in a public service 
sector? and  
• How does their sense of identity evolve in leading in an urban community health 
center? 
This study’s resulting themes and subthemes may help leaders in other healthcare 
contexts and leadership scholars better understand how healthcare leadership evolves. All the 




evolution of identity. The physicians brought forth memories, upbringing, motivations, and 
growth associated with becoming and practicing as a physician in an UCHC. It was an honor and 
privilege to bear witness to the unfolding of each of my participants’ unique understandings.  
In this chapter, I reflect on different pathways of emergent themes and implications of 
themes and subthemes in the evolution of physician identity in the unique context of UCHCs. 
Motivation, healthcare and leadership, recommendations, and study limitations will be discussed, 
along with pointing out the significance of the study for the larger healthcare domain. I posit on 
areas of future research, my reflections as the researcher, and finally, I provide concluding 
thoughts. 
Different Pathways of Emergent Themes 
 In Chapter IV, I collected themes and subthemes that dealt with self, identity, motivation, 
leadership journeys, and physicians’ lived experiences. Before I explain the key themes and 
subthemes of the study, I would like to reflect on the general path that the data took. The 
transition between ready-to-hand, unready-to-hand, and present-to-hand modes of being varied 
with each participant. Some of the physicians had trouble initially recalling pertinent information 
that they felt was meaningful to them; this might have been due to a reluctance to initially share 
with me, someone who was unknown to them. While some physicians could navigate between 
conscious and unconscious states, others oscillated between what they viscerally felt and their 
desire to offer more clarity. However, their hesitancy eventually dissipated as they began 
recounting stories of their lives as physicians in their respective UCHCs. Participants plunged 
into rich and detailed accounts of childhood, high school life, college years, medical school, and 




knowledge and understanding from participants who are regarded by the general public as 
having high professional and public identities.  
 Participants appeared comfortable speaking to me in this research context, as detailed in 
transcript excerpts in Chapter IV. This comfortability made it possible for the physicians to share 
their deep sentiments and transactions that are not apparent to the general public or even their 
patients; their reflections especially poignant during the heightened social context of the  
COVID-19 pandemic. I expected that some physicians would reflect on their medical journeys, 
but I was not fully prepared for the multiple facets of self that influenced their choices as 
physicians. 
Implications of Themes and Subthemes for Physician Motivation, Healthcare Identity, and 
Leadership 
 The following themes of It’s Who I Am, Physicians Beginning Journeys, Impact of 
COVID-19, Moral Injury, Evolutionary Self, Racial Awareness, and Community Found Me have 
implications within the context of extant literature. There are not many phenomenological 
approaches that pertain to how physicians make meaning of working in UCHCs in healthcare 
literature (Bouwkamp-Memmer et al., 2013; Franco et al., 2002; Moller et al., 2019; Sinsky C.A. 
et al., 2013). I discuss the relationship of themes and subthemes of my study to physician 
motivation (Curlin et al., 2006; Weiss, 2011), healthcare system (Bodenheimer & Smith M.D., 
2013; Conrad et al., 2015), self (Beck, 2016; Heidegger, 1962), identity (Baumeister, 1999; 
Merleau-Ponty, 1962), choosing UCHCs (Chou & Lo Sasso, 2009; Rabinowitz et al., 2000), 






Findings That Align With the Literature 
Motivation 
Several physicians in this study expressed motives for working in urban areas 
highlighting what Curlin et al. (2006) stated as those emphasizing personal, intangible rewards, 
such as making a difference in society, caring for the poor, and developing meaningful 
relationships with patients. “I think we are doing better than good medical care, but I guess for 
me, I feel like it’s something greater than just being a doctor” (Sarah). Conrad et al. (2015) 
explained that physicians chose interesting work, appreciation of work done, empowerment and 
autonomy, and work-life balance as the most critical motivational elements. “I think my clinical 
work has been interesting . . . I think it has been an interesting time with what’s been going on 
the last year, the last four years” (Laura). Houston (2000) deduced that meaningful work was 
most meaningful to both public and private sector employees, and inferred employees involved 
in public service stress higher value on intrinsic rewards and a feeling of accomplishment. 
 Some of the subthemes relating to Why I Practice in an UCHC, such as Care and 
Empathy and Altruism, highlight the physician participants’ motivations behind working in an 
urban community health center. “I feel like my gift should be used for the least of these” (Jane). 
Switzer (2020, as cited in Ladkin, 2020), noted that the influence of context makes meaning 
making of purpose possible.  Ritz et al. (2016) also conceded that most public service motivation 
studies do not appropriately consider context. This study provides additional qualitative data 
regarding the role of intrinsic drivers in choosing to work in UCHCs, and how leadership is 
generated and exerted within this work context. Weiss (2011) reported that physicians have an 
intrinsic desire to deliver quality care and that intrinsic motivation is at the heart of the 




said the day I quit seeing patients is the day that I quit working, because I’m not going to take a 
role where I’m not seeing patients” (Jessica). Jessica’s statement corroborates Conrad and 
colleagues’ (2015) assessment that motivation is intrinsic, personalized, and individualized. 
These qualities of motivation were present in other participants’ stories of connection, care, 
empathy, altruism, and humbleness. For example, in telling a story about the care of one of her 
patients, Jane said, “I care about this patient deeply, she tells me that she loves me almost every 
single visit.” The physicians related their world of present-to-hand activities of the past to their 
present circumstances.  
Healthcare System 
 Several researchers (Bodenheimer & Smith M.D., 2013; Conrad et al., 2015) stated that 
there have been rapid changes involving physicians, including adoption of electronic medical 
records, physician contemporaries leaving the field, and pay-for-performance metrics. This trend 
was evidenced in many of the physicians’ descriptions of burn-out, exhaustion, and 
disillusionment in mainstream healthcare environments. 
Peter and Alice discussed the experience of colleagues and earlier personal experiences in 
non-UCHC settings. Alice stated, “I have quite a few personal friends and colleagues who are 
done and said I have to step out of this for a while, this is toxic.” Alice’s experience coincides 
with research conducted by (Shanafelt, Hasan, et al., 2015), who determined that approximately 
45% of physicians met the criteria for burnout. Peter mentioned the increased paperwork 
involved with patient visits, “It’s quite funny that as a medical student, I was told the majority of 
time that I’ll be spending in health care and patient care is actually documenting, as opposed to 
face-to-face with a patient, and now actually being on the other end of the training spectrum . . . 




(2016), who concluded that for every hour physicians provide direct clinical face time to 
patients, they spend two hours in front of the computer doing paperwork.  
The feeling of disillusionment was described by some of the physicians as the alienation 
they faced while practicing in non-UCHC work environments. “I got disillusioned with the  
for-profit business aspects of healthcare, made me decide to seek another way of utilizing my 
talents, and that is maybe why I gravitated to inner city health clinics” (John). Seeman (1975), 
Mau (1992), Pandey and Kingsley (2000), and Sarros and colleagues (2002) each studied the 
concept of “alienation,” a sociological construct attributing to one’s feeling of  
self-estrangement produced when work products are no longer reflections of the self. The theme 
of Moral Injury resonated with this sense of alienation and constriction in serving their patients 
in the healthcare system. Alice said, “physicians are constantly feeling like they have to fight 
their own system, insurance companies, and everything else to try to protect their patients. I 
really think the whole COVID experience brought a lot of that to the surface.” Her comment 
highlighted the harm that obstacles within the healthcare system have on patient care, as well as 
the advocacy stance they must take to provide the effective patient care.  
Evolving Self 
 The superordinate theme of Physicians Beginning Journeys further delved into the 
physician participants lived experiences from the fore-structure of their childhood, people in 
their lives who were role models for the kind of physicians they wanted to be, and how they 
made meaning of their consciousness of social determinants of health in urban areas. “Especially 
as a young person, a child in adolescence, you do not really know what you want until it is 
shown to you, so given that it was showed to me earlier in my career, that’s what I wanted . . . 




Modeled the Way, and The Fore-Sight of Social Consciousness spoke to the origins of how the 
physicians came into their beings, the possibilities of future orientations, and being led by their 
patients. Sarah said of her early influence of a possible physician career, “we had one family 
friend who was my parent’s doctor, when we lived in California, and we would visit them every 
other year in the summer, and I just remember talking to him once about it.” This theme also 
represented two elements of Heidegger’s three-fold fore-structure of understanding:  
fore-sight and fore-conception.  
With all physician participants having worked in UCHCs for a designated period, the 
superordinate theme of Evolutionary Self incorporated the physicians’ retroactive reflections of 
how they have grown since working in UCHCs. “The fact that I do this type of work has allowed 
me even greater access into different community health settings, broadened my reach, and the 
folks that I’ve been able to hear about their lived experiences from” (Laura). Physicians 
described learning from their patients with vivid imagery, a sense of humbleness, and realism. 
Physicians also highlighted the highs and lows that comes with working in UCHCs. Physicians 
provided the fore-structure of what it means to evolve in the UCHC space. They described their 
evolution as Early, Sacrificing, and Spiritual aspects of self.  John said, “one of the things that I 
really enjoyed doing was singing, which I had to give up for a period of time while I was going 
into medicine . . . there was not a lot of time to do that kind of thing when I was in the busy part 
of my career.” Beck (2016) suggested that memory serves as a necessary function for 
synthesizing past and present experiences into a meaningful and organic whole. John also gives 
the following example of this synthesis, recalling, “I’ve learned to mellow with age, and I 
learned that I have become a better person, a better physician because of it. But there were times 




Self and Identity 
 Three of the eight physicians introduced themselves by their identity at the beginning of 
their interviews. Identity is the value placed on the self and helps answer the question, “Who are 
you?” (Baumeister, 1999). The three physicians placed their identity at the forefront of their first 
conversation with me, and influenced much of their personal cognition, attitudinal 
predispositions, and memories. Alice introduced herself to me, “I think the first thing that you 
should know about me is that I am a primary care physician. I’m a family doctor by training, but 
I’m also a psychiatrist, so that actually colors a little bit how I see myself and how I see my role, 
especially in the community health center where I work.” Merleau-Ponty (1962) spoke about 
one’s relations to others beginning from a position of difference and the distinction between self 
as an object to be known (aboutness) and perceived and self as the subject doing the knowing 
and perceiving (mineness). I tried to capture physicians’ intentionality of their meaning 
regarding their mineness and aboutness, as highlighted by Merleau-Ponty (1962), so I did not 
want to minimize or overlook their self-understanding. Implications on what culture means for 
primary care physicians’ manifestation of self in UCHCs have been illustrated in this study. 
With some specificity, the physician participants were able to utilize early childhood and 
young adult interactions to provide context as to how they became the people they are today. In 
the superordinate theme of It’s Who I Am, the physicians were able to give some background 
understanding of their perceptions of self in various ways. “I think that my experiences, having 
the privilege of hearing stories of folks who I might otherwise not have naturally crossed paths 
with, has opened my eyes to the way that the world works and things like that” (Laura). Because 
of the diverse backgrounds of the participants in the study, each had a fore-structure of their 




subject. The theme provided the taken-for granted structures needed for further possibilities and 
exploration. The theme also allowed the physician participants to step outside of themselves and 
interrupt their daily flow of activities, allowing the gateway through which they became the 
object. This matched Dobie’s (2007) theory that physicians incorporate their own culture and 
beliefs, conscious and unconscious assumptions, needs, emotions, expectations, and skills, as 
well as their level of presence or distraction on that particular day, becoming the exemplar for 
what to expect from, and how to behave with others. Heidegger’s (1962) theory of  
fore-conception, one’s anticipation of expectations and interpretations based on history and 
backgrounds, made interpretation of their meaning making possible for them. 
This study reflects identity in part as a cultural and socially constructed phenomenon, 
aligning with several authors (Hall et al., 1992; Misra & Gergen, 1993; Northouse, 2018; 
Phinney, 2006) that a leader’s identity is partly social. The subtheme of Impact of Cultural 
Identity introduced the cultural experience and its influence on physicians’ interpretation of their 
immediate environments. Half of the participants, four of eight, were either not born in the 
United States or heavily influenced by parents with international backgrounds. With a wide array 
of experiences, the ‘thrownness’ of assimilating into the American healthcare system that the 
physicians highlighted was illuminating. Ciulla (2008) suggested that leadership is “a human 
phenomenon embedded in culture, which includes art, literature, religion, philosophy, language 
and generally all those things that constitute what it means to live as a human being” (p. 393). 
Mary said at the beginning of her interview, “I grew up in Asia, so this gives you some 
background. I had actually been in my medical school in China, and then I came here (United 




phenomenon of identity. I wanted to enter the hermeneutic circle of the phenomenon from as 
many “sides” (Sokolowski, 2000) as possible. 
Adding to the Literature 
Choosing UCHC 
 There were several findings of this study that added to the existing literature. One of the 
prominent findings of this study was the revelation that primary care in the urban setting was not 
their first choice. All but one physician recollected that they had not thought about either 
working in a UCHC or choosing primary care before actually becoming doctors. Laura 
explained, “by the time I went to college I was interested in being a physician, but I wanted to be 
an interventional radiologist, a hyperspecialized field. There was something about interventional 
radiology that I thought was so cool, that was what I wanted to do.” It was here that the  
co-intention phenomenal context of community, one that was hidden initially, began to develop 
from some of the physician narratives. While Rabinowitz et al. (2000) discovered that physicians 
who held a previous interest in practicing in underserved areas before medical school were 1.7 
times more likely to practice in an underserved area, this phenomenon did not necessarily 
manifest in my study. 
One of the physician participants, Jane, mentioned financial debt as an initial factor in 
choosing to work in a community health center. “I was very fortunate I didn’t have any 
undergrad loans, so I only had three years of medical school loans, and I was attracted to not be 
saddled with debt, so I chose loan repayment.” Jane referenced a loan repayment program, such 
as the National Health Service Corps (NHSC), which attempts to address the maldistribution of 
primary care physician in underserved areas (Chou & Lo Sasso, 2009). At least in this individual 




findings that despite the incentive program, physicians with significant amounts of debt do not 
recognize the benefits from subsidy programs, such as the NHSC, as making up for other aspects 
of working in shortage areas. Primary care physicians with no debt were three times more likely 
to work in a physician shortage area than those physicians with debt (Chou & Lo Sasso, 2009). 
However, consistent with Chou and Lo Sasso (2009), good wages (pay) were not seen as one of 
the most compelling motivational elements in their study, and only two physician participants 
briefly mentioned compensation.  
The Impact of the Pandemic 
 COVID-19 has undoubtedly affected the primary care industry, healthcare systems, and 
society-at-large, although due to the recency of this global pandemic, there is nascent scholarly 
literature that attests to these effects. The findings of this study can help describe the emerging 
phenomenon of what it means to provide healthcare during a pandemic. As the pandemic 
increased, public sentiment towards healthcare professions responsible for patient care 
decreased, partly due to the political influence of the federal administration at the time. One-third 
of a national survey of 1,000 registered voters conducted by Scott Rasmussen revealed that their 
opinion of the U.S. healthcare system changed for the worse in the face of COVID-19, with only 
14% saying that their opinion changed for the better (Lagasse, 2020). The COVID-19 
phenomenon does not align with Abbott’s (1988) assertion that physicians are known to resist 
threats to their identities due to their profession being considered an elite identity. A USA Today 
report by Jain et al. (2020) confirmed this pandemic phenomenon by stating,  
On the night of October 24th, President Trump addressed his supporters at a Wisconsin 




argument that doctors at the pandemic’s front lines are falsely capturing COVID-19 cases 
to profit from the pandemic. (para. 2) 
The stability of their professional identity was shaken by external factors usually not prevalent in 
a pre-pandemic state. The convergence of political, social and racial unrest, and the COVID-19 
pandemic created the environment for the physicians to reflect and situate themselves squarely in 
the middle of an unprecedented point in our nation’s history. 
Impact of COVID-19 was a superordinate theme by which all other experiences in 
delivering care became more pronounced than in non-pandemic times. The theme provided the 
unreadiness-to-hand phenomena that created the catalyst towards more insightful lived 
experiences. There were deep reflective stories of personal and professional emotion, and the 
intimate nature of navigating through a pandemic that undermined their sense of work stability. 
Sarah said of her COVID experience, “our staff is still working every day and our medical 
residents are still here, but if I think about it too much, it’s kind of scary.” The subthemes of 
Juggling Many Things at Once, Pouring Gasoline on a Fire, and Looking on the Bright Side 
illustrated the layers of complexities that the pandemic presented. Sarah further explained these 
complexities as, “I’m fortunate that none of my personal patients have died . . . I think that the 
closer it gets to you, the harder I think it is.” The impact of the pandemic strongly influenced the 
conversations I had with my physician participants.  
There was approximately a month between those physicians that I interviewed a second 
time, which allowed the starting point of reentry of Impact of COVID-19 into the hermeneutic 
circle of the phenomena. The delayed time permitted the physicians to speak more succinctly 
about all three modes of involvement of the pandemic, ready-to-hand, unreadiness-to-hand, and 




behind on shots, all of these grownups who are behind in cancer screenings and we’re just trying 
as primary care physicians to put our little fingers in the dam and the city is flooding.” The 
physicians tell stories of being intimately involved as patients, family members, and medical 
providers. They allowed a pathway to their innermost experiences and there is, at of this writing, 
emerging literature on how aspects of self are affected by a once-in-a-century public health 
crisis, particularly those working on the front lines of the COVID-19 pandemic (Essex & 
Weldon, 2021; Evans, 2020; Larry A. Green Center, 2021).  
The COVID-19 phenomenon has been expressed in a recent national primary care 
survey, taken by The Larry A. Green Center (2021), in partnership with The Primary Care 
Collaborative, which found that seven out of ten primary care clinicians have felt mental health 
exhaustion, both personally and in their practice, while 40% have reported that stress is the same 
or worse pre-pandemic. The influence that COVID-19 had on my participants left me with a 
fundamental question regarding leadership during turbulent times: How can we address broader 
structural failings that the pandemic presented? “COVID-19 has led to some of the most 
profound changes to social life in living memory. It has also shed light on many challenges in the 
healthcare system particularly in populations served by UCHCs that might otherwise have been 
brushed aside: underfunding, neglect, and indifference to health and health care” (Essex & 
Weldon, 2021).  
The Crucible of Identity 
  Community Found Me was the unforeseen phenomenon—the crucible of identity 
discovery—that emerged midway through the study process. Each physician faced a pivotal 
moment that focused more intently on how they wanted to practice and what parts of self would 




medical school, some while in their residency, while others underwent this unmasking in their 
spiritual journey. Morse (2004) claimed that the concept of community is a high-level one, 
compiled of many lower-level components, such as connection, comfortability, and trust. 
Chapter IV discussed the relationship between Community Found Me and the parts of self that 
helped to reveal this phenomenon. I mentioned in Chapter IV that the participants’ stories 
represented more than the shared social identities of community, such as Alice’s view of 
suffering, Jane’s and Mary’s influence of spirituality, Peter’s sense of altruism, or John’s 
epiphany of disillusionment of what made him happy. Community was represented as a crucible 
where concentrated forces interacted influencing identity development, and illustrated the  
ever-deepening connection they felt to their UCHC community. Community created a resonant 
energy within the physicians that captivated the essence of who they were, who they had 
forgotten they were, and the promise of who they might become. Although most did not seek this 
phenomenon of community beforehand, the phenomenon found them.  
Alice asked me if I had heard of the term “narrative medicine” at the end of her second 
interview. She proceeded to state that narrative medicine was new. Still, a little-known concept 
developed at Columbia University by Charon (2006) as a way that helps patients and health 
professionals tell and listen to their unique stories of illness. The principle combines humanities, 
philosophy, and the creative arts to understand and be moved by patients’ stories. Taking my cue 
from Alice, I began reading Charon (2006) work and in the process discovered Victor Turner’s 
chapter entitled “Liminality and Communitas.” V. Turner V. (1969) theorized that many social 
phenomena, such as African or Native American tribes or hippies of the 1960s, are liminal, or 
boundary-crossing, ambiguous attributes relating to rites of passage while a person is in 




distinctions of status or rank dissolve to imply that “the high could not be high unless the low 
existed” (p. 360).  
Choosing the term communitas over the western definition of community, V. Turner V. 
(1969) distinguished between social or political pairings, and what he derived as the elemental 
human grouping. This communion exists among humans by way of their communality as 
humans. Charon (2006) suggested that patients are once in a gown they are no longer defined by 
work or family roles, stripping them of their identity. Perhaps, what the physician participants 
experienced were rites of passage interactions, void of social status, hierarchy, position, or race 
boundaries, that allowed them to move in and out of time and secular social structure, to 
recognize the bond of humaneness with their patients. The concept of Communitas represents 
what I mean by Community Found Me, the mutuality created within the UCHC environment that 
empowers both patient and physician. Turner’s communitas more aptly reflects the felt 
experience of the physicians as they opened themselves with great vulnerability to the intimacy 
of delivering care in a community that they had not imagined a sense of belongingness. Maybe 
this phenomenon of identity formation highlights what Deaux (1993) explained that a person 
claims belongingness combined with the personal meaning attached to the identity. 
Carney et al. (2013) acknowledged that family physicians typically carry two types of 
identity: one as an identity they share with other physicians, and secondly, as a family physician. 
The emphasis to advance social justice by caring for the underserved helps to co-construct family 
physicians’ identities as a member of their local communities, and experiencing the journey of 
their patient’s lives intimately, set them apart from physicians who specialize. When there is a 
social relationship between physician and patient, Franco et al. (2002) posited that those 




medicine as witnessed in Cuba, where primary care physicians were the center of the healthcare 
system. They would often venture out in the local communities to provide well care visits over 
the course of their workday. In the next section I will be discussing how the physicians crossed 
boundaries of race while in the state of communitas/community. 
Within the theme of Racial Awareness, physicians elaborated on recognizing their 
privilege as being part of the dominant white culture while treating patients who did not look like 
them. Laura stated, “I think while explicit bias has been something that’s been easy for me to 
recognize, implicit bias is something that I did not, until shamefully late.” Laura’s insight was a 
revelatory admission, as the physicians were very candid and adamant about their meaning 
making of race within their identity development. Peter, the African American physician 
participant, was very aware of his situatedness of race, as being one of very few African 
American male primary care providers in his local area. “I feel like I am under the microscope 
and if I were other some other ethnic group, people probably wouldn’t care so much about or let 
pass . . . I don’t really have a luxury for that.”  
Laura and Alice demonstrated their experiences with racial differences involving their 
patients. They both spoke of the phrase “these are my people,” referring to patients within their 
respective practices whose racial identities they did not share. The cross-race identification was a 
striking claim on their part, as it speaks to the deep connection they held with their patients, a 
recognition of shared experience regardless of race. While studies have been conducted 
providing evidence that race, ethnicity, and language all affect the quality of the doctor-patient 
relationship (Ferguson & Candib, 2002), or that many physicians may hold unconscious racial or 
ethnic biases that influence interactions with minority patients (Doeshcer et al., 2000), there are 




ethnicity, such as personal beliefs, values, and ways of communicating, may be more influential 
determinants of perceived patient trust, more patient satisfaction with care, and a stronger 
intention to adhere to recommendations. Their discussions were also contrary to previous studies 
presented by Komaromy et al. (1996), Moreno et al. (2011), and Xu et al. (1997) that stated 
physicians belonging to an under-represented minority group were more likely to practice in 
high-need areas compared to their counterparts. The myriad of cultural perspectives presented by 
these physicians were contrary to this claim. 
The culminating phenomenon that each of the physician participants encountered was 
that their UCHC community found them at different life stages and in different ways. The 
physician participants, who were familiar with the routine of medical practice, experienced a 
disruption of the connection between them and their patients, as the COVID-19 pandemic 
allowed the unreadiness-to-hand phenomenon of community to take shape in the form of 
readiness-to-hand descriptions of their day-to-day activities. The physicians in this study 
revealed the discovery of leading in community in a collaborative, mutual and respectful 
coalition of seeking the best for those in a community. Wergin (2007), in Leading in Place, 
speaks about the mode of leadership that brings people together in order to effect organizational 
change, not from a hierarchical positional view, but from a more indirect view where leadership 
roles are obtainable to everyone. 
Study Limitations 
 There were limitations related to this study. First, no interpretation of a phenomenon is 
ever complete; no insight is beyond question. Plager (1994) said that hermeneutic 
phenomenology will not aid in prediction. My study does not provide a sampling of the patients 




understanding motivations, lived backgrounds, career decisions, and/or other rewards that might 
influence physicians in UCHCs. 
 The purpose of my study was not to seek generalizability but to attain transferability. All 
of the physician participants work in primary care in urban community health centers in the 
Dayton/Cincinnati regions, limiting the scope of the findings to this context. This research also 
only focused on primary care physicians, not physicians in other specialty areas, albeit some of 
the participants did have dual specialties. Although I do have variation in physician 
demographics, greater understanding might be captured with a more extensive and more diverse 
sample of primary care physicians.   
 Semi-structured interviews are efficient in identifying major themes but are sensitive to 
interpretations of investigators. Dreyfus & Hubert (1991) called this loss of contextuality 
“leveling to banality,” a process that leads to mere assertion. There is always some inherent bias 
when going too far astray of the hermeneutic circle, so I have tried my best to interpret meaning 
staying as close to the original text and the described experiences as possible, keeping true to the 
physician participant’s fore-structure of understandings.  
Significance of Study for Leading in Practice for Social Change 
 This study has significant findings of how UCHC physicians are leading in practice for 
social change. We blur the lines of health inequities and health disparities by placing blame on 
patient’s behavioral, cultural, educational, and mental factors, but what about separating these 
factors by looking at the root causes? Geiger (2002) introduced the idea of community-oriented 
primary care, detailing the achievements of a community health center training health 
professions alongside community members with the target of gauging local health concerns. His 




development and the social change it produces. Several new insights and possibilities emerged 
including the influence of their historicality and embeddedness in the world. In the area of self 
and leadership, the study provides a deeper glance into how physicians make meaning of their 
work in UCHCs. The stories of the physician participants illustrate an activist mindset, more than 
just being responsible for their patient’s physical and mental health. Dobson et al. (2012) 
believed that physicians must play a more activist role, saying, “physicians and other health 
professionals witness the effects of the socioeconomic determinants of health every day, made 
visible to various degrees in every patient encounter,” but “whether this authority translates into 
an obligation, and how best this might be done, is a conversation worth continuing” (p. 1163).  
This qualitative study also represents a unique opportunity to showcase how physician 
leaders make meaning of self during a pandemic. Because of their relatedness to the 
communities in which they serve, the tenets of servant leadership align to their stories. Servant 
leadership theory, developed by Greenleaf (1996), focuses on the highest needs of others, 
particularly on the least privileged. The qualities and characteristics that the physicians exhibited, 
such as listening, empathy, conceptualization, foresight, and building community are also 
dimensions that Spears & Lawrence (2016) spoke about that drive servant leaders to help people 
accomplish goals and overcome obstacles. The physicians listen and learn from their patients, 
establishing a deeper relationship as a result, and they display a substantial amount of empathy, 
intensely caring for the patients they are charged with healing. The physician’s ability to 
conceptualize beyond their day-to-day routines allows for a foresight to consider the lessons of 
the past, their present realities, and anticipate outcomes into their decision-making processes. 
The products of their actions not only benefit their individual patients, but they also contribute to 




through which encounters and experiences became more salient. “Even as COVID-19 continues 
to affect millions of people, we can only hope it prompts a reassessment not only of how health 
care workers are treated, but also of the value we place on health and health care” (Essex & 
Weldon, 2021). There have been broadly designed studies utilizing large-scale surveys, but this 
study adds to newly emerging accounts surrounding the gamut of emotions and lived 
interpretations of primary care physicians under COVID-19 (Essex & Weldon, 2021; Evans, 
2020; Larry A. Green Center, 2021;). 
Recommendations for Practice 
 The findings of this study have significant implications for physician education and work 
well-being. While studies have sought to increase primary care providers (Curlin et al., 2006; 
Goodfellow et al., 2016; Odom Walker et al., 2010), the intrinsic motivators most critical to 
primary care physicians working in UCHCs has not been well-established. Thus, this study adds 
as a foundation for scholar-practitioners interested in investigating how physicians make 
meaning of work in this unique domain.  
 I recommend that high schools, universities, and medical schools, which serve to educate 
the next generation of physician leaders, be more intentional about exposing high school and  
pre-med students to urban community health centers. These actions may engender the 
Community Found Me phenomenon unearthed in the research. For example, Freeman et al. 
(2007) examined the challenges in recruiting medical students to work in urban areas and 
claimed that this was partly influenced by the decline of interest in primary care careers. It is 
family care and general internists who make up healthcare for patients in underserved areas. 
Thus, situating students in these environments at an earlier stage, before they enter medical 




 There are numerous studies that address strategies for increasing under-represented 
minority students to practice in high-need areas (Komaromy et al., 1996; Moreno et al., 2011; Xu 
et al., 1997). The results of this study do not refute the idea of increasing minority primary care 
physicians, however, my findings highlight it is not simply a confluence of racial or ethnic 
identity between physician and patient that creates a desire to serve in the UCHC space. The 
physicians in this study represented a range of racial and ethnic backgrounds, and reflected a 
deep connection to the work, the community, and to their patients. They challenged themselves 
to cross the boundaries of race and class to create a sense of meaning and belonging to the 
community. Pointedly, I did not explore the sense of connection that minority patients have with 
their perspective physicians, which is critical in recognizing the physician-patient connection.  
 The COVID-19 pandemic sheds light on new perspectives as to how our nation should 
fund pandemics. There are no national public mechanisms to respond to a pandemic. Blumenthal 
et al. (2020) asked, “is health care an essential national resource that warrants secure financing 
beyond what the current fee-for-service system offers?” (para. 5). National health policy could 
be revised to advance primary care, most notably in the areas of payment reform, legislation, and 
regulation, to measure and benchmark the great efforts being made to decrease health disparities. 
There needs to be an expansion of the Affordable Care Act, not only in payment reform, but also 
in more significant investment in programs like the National Health Service Corp and loan 
forgiveness. In addition, public and private payers should take steps to increase fiscal relief for 
primary care providers, especially considering the lessons learned from the COVID-19 pandemic 
and the critical role that primary care fills in getting the country to herd immunity and some 




 Social determinates of health and the health disparities in our urban communities are the 
by-products of abject poverty (Adashi et al., 2010; Lemon et al., 2006; Proser et al., 2015).  
Illness should be viewed within the broader framework of poverty and social justice. Nobelist 
Amartya Sen (2001), in Development as Freedom, writes that the primary and overarching target 
of development is freedom.  
If we think of poverty as basic deprivation of the quality of life and of elementary 
freedoms, then ill health is an aspect of poverty. Bad health is constitutive of poverty. 
Premature mortality, escapable morbidity, undernourishment are all manifestations of 
poverty. (p. 525) 
Because UCHCs are governed by the people they serve, with patients making up 50% of UCHC 
boards, what better way to create a more personal and equitable healthcare system where primary 
care is at the center. UCHCs and their physicians serve as an example of community-connected 
care, where the traditional boundary definitions of race, ethnicity, and socioeconomic status are 
not the emphasis. I also recommend that urban community health centers can be a foundation of 
an anti-racist system (Crear-Perry et al., 2020), a system where healing of health disparities, 
community development, and socioeconomic concerns can continuously develop.  
Areas for Future Research 
 This study laid a foundation of the meaning that primary care physicians attribute to their 
work in UCHCs, suggesting additional areas for future research. The first avenue of further 
research is: how do other healthcare professions within UCHCs, such as nurses, nurse 
practitioners, care coordinators, medical assistants, and UCHC administrators, make meaning of 
working in this unique environment, and what motivates them to serve in this arena? 




other sides, allowing for unique orientations to how something is perceived, could be used to 
help express the phenomenon by those represented as followers working in the UCHC space.  I 
believe that future research can investigate how ancillary staff perceive their leadership within 
their perspective UCHC contexts.  
 Secondly, this study does not explicitly address potential gender and racial differences in 
motivation to serve in UCHCs or in the meaning such service plays in the evolution of identity. 
Freeman et al. (2007) posited that women and African Americans more often choose to practice 
in urban areas; conversely, men and underrepresented minorities other than African Americans 
prefer non-urban practice. What can scholar-practitioners learn about how the role of gender, 
race, and ethnicity have in choosing an urban setting for clinical practice?  
 This study did not address the meaning of identity for physicians in specialty areas 
working in traditional healthcare systems. There is little data regarding how personal factors 
affect physician choice and practice location (Odom Walker et al., 2010) and few studies taking 
into account physicians’ professional identities (Andersson, 2015; Naveh et al., 2015). While it is 
vital to understand physicians’ motivations while helping medically underserved patients, 
practicing in areas with low socioeconomic status, high social determinants of health, and lack of 
community development, this study adds qualitative depth that quantitative surveys cannot fully 
provide, helping to better understand how leadership evolves within different organizational 
contexts.  
 The findings of this study, especially those related to community belongingness,  
patient-physician mutuality, and leading for social change can help residents understand the 
demands, rewards, and learning that the UCHC setting requires of primary care physicians. 




school selection process to identify physicians motivated to practice in UCHCs. Medical 
residents can provide a different ‘aspect’ to the phenomenon to help scholars understand how the 
elements of self, identity, motivation, and healthcare are co-constructed between them and 
community.  
Closing Reflections  
This data was collected during a unique time in American history. The death of George 
Floyd, an African American man from Minneapolis, in police custody in May of 2020, sparked a 
summer of unrest and protest across the country. The UCHCs were in the epicenter of 
converging phenomena, the intersectionality between social injustice, racial tensions, and the 
COVID-19 pandemic. As an African American researcher, I assumed that these forces would not 
intersect for my participants but discovered that the civil unrest altered them during the summer 
and fall of 2020.  Physicians in these urban institutions were caught between being responsible 
for patient care at one end of the spectrum and supporting these same individuals in the fight for 
social justice on the other end. The first round of interviews were conducted at the height of the 
pandemic and prior to the development and distribution of an effective vaccine. But widespread 
social unrest began months prior to engaging in physician interviews, and the interviews 
reflected the participants keen awareness of the social issues affecting their communities and the 
patients for whom they were responsible. Unsolicited stories of patient care and concern 
reflected the influence that social protest and police brutality were having on their patients and 
them alike.  
In generating the study’s research design, the unknown factor of the COVID-19 
pandemic became very prominent. I did not know how the COVID-19 pandemic would influence 




complete the study. At the start of the interview process, COVID-19 had affected the work 
schedules of the physicians within the study. Some of the physicians were working from home 
half of the week, some were responsible for implementing COVID-19 plans for their perspective 
community health centers. At the same time, some continued to practice, albeit extremely 
limited. I felt the instant influence the pandemic had on all of the physicians within the study.  
The pandemic seemed to help the physicians in the study to speak more openly, more 
fervently, and more emotionally than they may have pre-pandemic. There were times that I 
noticed some physicians were eager to talk with me, wanting to describe what they were feeling 
and trying to make sense of the components of their lives that made them the person they are 
today. I feel incredibly honored to share their lived meanings within this study, being allowed 
into their worlds, and ultimately be transformed in how I think about the primary care system in 
urban areas. Even though I spent limited time with my participants, I hoped to create an 
atmosphere of openness and empathy, allowing them to represent their lived worlds without 
reprisal. I was gratified when several participants thanked me for the opportunity to reflect on 
their lives and the trajectory of their medical journeys.  
I would like to point out a few presuppositions that I had between the literature review 
and the physician interviews: 
• Physicians working in urban community health centers were underpaid. 
• Physicians did not like working with mid-level (nurse practitioner) providers and 
other ancillary staff.  
• There was a shortage of primary care physicians and physicians in general who work 




While some of these presuppositions may or may not have been confirmed, it was 
interesting to experience my transition of thought during the research process. As an African 
American male researcher, I went into the research aware of some of the health disparities 
plaguing minority populations living in the urban core of many American cities. I reflected on 
my upbringing, living on modest means, losing a father at a young age, and the ramifications that 
would inform how I view the world. I have long recognized that health, economics, and 
community development are intertwined in a symbiotic relationship. Several physician 
participants spoke about these issues while interpreting their lived experiences.   
The phenomenon of conducting research in the middle of a pandemic is unearthing, 
exciting, and liberating. I think the physicians who would eventually become a part of this study 
are collectively the most insightful, passionate, and loving individuals I have ever encountered. 
They love humanity, even if it comes at a high personal cost. Their suffering was described as a 
way of being rather than a state of mind. The way that these physicians care for those who quite 
often have a difficult time with health, substance abuse, and economic hardships is a charge and 
duty that I admire. Evans (2020) quoted Congresswoman Shirley Chisholm as saying, “Most 
Americans have never seen the ignorance, degradation, hunger, sickness, and futility in which 
many other Americans live. … They won’t become involved in economic or political change 
until something brings the seriousness of the situation home to them.” These physician 
participants live with the seriousness of our nation’s social ills, such as mental health, lack of 
health resources, and inequities in community and economic development, in a way that 
permeates the core of their being.  
Van Manen (2016) wrote about “Writing in the Dark” …. I view the experience of 




would be embarking on research vital to the human experience at the height of the COVID-19 
pandemic. I also did not realize that the physicians would be so willing to speak with me about 
such a vulnerable topic as self and identity. The more they discussed what this point in time 
meant to them, the more it felt therapeutic for them and me alike. The pandemic further 
highlighted the pressures that the physician participants deal with on an everyday basis. I 
understand the undertaking that this work entails, working in a healthcare system that may not be 
as focused on relationship or community-oriented care as it could. The study findings reaffirmed 
my belief in the collective good, individuals who are doing great things for people and for the 
betterment of society. 
 As I reflected on the overall process of the study, I was also amazed by the amount of 
personal change I witnessed. Whether it is Laura’s increased discussion about race to her 
patients, John’s increased humbleness and sacrifice as a result of his long career, Jane’s 
connectedness to her patients on a spiritual level, Peter’s desire to have a larger health impact on 
his community, or Alice’s privilege to serve patients who are on the margins of society, there 
was a willingness to be open about how working in their UCHCH has changed them. Being 
tasked with caring for their patient populations, while also balancing their own families and 
selves, created a glimpse of how difficult leading in the UCHC space is, and the emotional and 
psychological toll it takes to take care of our nation’s sick. The physicians in this study, and 
other physicians who work in UCHCs, are “hidden heroes” for what they do, as without fanfare 
they not only provide treatment, but as importantly, they create relationships of care and deep 





There is not a Native, Hindu, Buddhist, Jewish, Islamic, or Christian way of loving. 
There is not a Methodist, Lutheran, or Orthodox way of running a soup kitchen. There is 
not a gay or straight way to being faithful, nor a Black or Caucasian way of hoping. We 
all know positive flow when we see it, and we all know resistance and coldness when we 
feel it. All the rest are mere labels. (Rohr, 2019, p. 70) 
 We do ourselves a great disservice by labeling circumstances in our lives before really 
understanding the meaning attached to them. The research presented in my study has taught me 
to look at the whole picture before declaring “something as something.” My PhD journey has 
been one of patience, a long winding road, full of potholes and detour signs. I did not know 
where my trek would eventually take me, but was open to guidance that the possibilities of the 
new knowledge embodied. I am thankful for allowing myself to remain free of labeling and 
objectivity. 
My COVID Scare 
I had COVID-19 symptoms during the week of Thanksgiving, November of 2020. I 
received a phone call from my wife a few days earlier, telling me to leave work immediately 
because our son had tested positive with the virus. Fifteen minutes from the start of teaching 
class for the day, I had to leave campus to quarantine for 10 days. My symptoms were loss of 
taste and smell, which was evident because I could not smell any of my wife’s great cooking, 
and my temperature spiked to nearly 100 degrees over several days.  
My experience with COVID-19 was no different, and actually a little better, than millions 
of other people across the globe. The psychological, emotional, and physical toll that the 
pandemic has had on so many people has changed life as we knew it. What started as a crusade 
to praise the efforts of healthcare workers in their initial fight to treat and save as many  
COVID-19 positive patients as possible, turned into an attack against civil liberties and freedoms 




I found my meaning-making throughout my research process and during this pandemic. I 
recognize that, when looking at any phenomenon, people come to their own understanding based 
on the perspective in which they encounter it. It does not make their interpretation right or 
wrong, it just means that it is their point of view. I say all of this to say that I believe that 
peoples’ perspectives can change, if and when they can see more sides of the “cube.”  
Change . . . What Change? 
My son had to acquire a physical for his upcoming high school sports campaign. His 
sports season was delayed by more than a month by COVID-19, so I had to take him to his 
primary care doctor during the month of December of 2020. I do not remember how the topic of 
my research came about, but while my son was being assessed for his physical, the physician 
commented that federally qualified health centers are next to impossible to change. This 
comment stuck with me as I embarked to generate physician interest for my research study, and 
well into the initial interview process. I wondered why he said that, thinking about the possible 
experiences or encounters he may have had. The nature of working in an urban community 
health center environment is not without its challenges. Public funding, the organizational 
structure of UCHCs, the pervasive health inequities and severity of patients within the urban 
core, and the socioeconomic conditions represented in their patient populations are very real and 
should not be minimized. Change, however, can ultimately prevail. Change will need to take 
place at the collective level, but with each individual looking at these problems differently.  
UCHCs can only improve the health of their patients when our society implements 
policies and structures in place to help the least of these. Issues such as homelessness, substance 
abuse, gun control, economic sustainability, police brutality, and educational resource inequities 




we look at improving these institutions that are so vital to our way of life? I think that the 
possibilities may lie in our placement of monetary value as a driver for decision-making in these 
areas. The value of money is so inculcated in our psyche that I believe that this way of thinking 
obscures the potential to improve the human condition.  
I think about Michael Foucault’s power theory as a possible reason why it is so hard to 
pierce the boundaries of our social ills. Do we, as Americans, struggle with providing solutions 
to our problems because it is a threat to our perceived power? We can no longer think of 
healthcare along the lines of ICD-9 codes, bureaucratic costs, and the win or loss scenario of 
those with privatized insurance and those without, lessening patient’s power and choice. 
Wonder as I Wander 
“I Wonder as I Wander” is a Christmas Song written by John Jacob Niles, based on a 
segment of a song he heard from African American singers, according to Christian theology, the 
song represents Jesus dying to save ordinary people, who are often stubborn to his message. I 
thought about my stubbornness to new ways of thinking when I was younger. As I grew older, 
however, my sense of wonder increased, asking myself questions about the way I think about 
large issues regarding leadership, organizations, and the state of healthcare.  
My PhD journey is not unlike wandering through a forest, not knowing what was going 
to be encountered next. This process granted me to wonder while wandering through the 
darkness of what leadership actually is. Wonder and wander was the partnership that made the 
act of my allowing to flourish, making the revealing of the invisible, co-intended aspects of 
leadership possible.  
During my research efforts, I began to wonder about the socioeconomic implications that 




other ways other than biological disease, such as environmental hazards, wars, natural disasters, 
food deserts, insufficient shelter and healthcare options, violence, poor personal health 
behaviors, and/or possible repression due to policy? I think that people that are in the lower 
economic brackets are often forgotten as it pertains to national health-sustaining programs, as 
they are grouped together with patients of well financial means.  
Sound of the Genuine 
If I were to ask you what is the thing that you desire most in life this afternoon, you 
would say a lot of things off the top of your head, most of which you would not believe 
but you would think that you were saying the things that I thought you ought to think that 
you should say. But I think that if you were stripped to whatever there is in you, the 
answer may be something like this: I want to feel that I am thoroughly and completely 
understood so that now and then I can take my guard down and look out around me and 
not feel that I will be destroyed with my defenses down. (Thurman, 2017, para. 9) 
Howard Thurman, a preeminent African American theologian, penned the phrase “sound 
of the genuine” to denote the irreducible essence of humankind. I believe that I heard the sound 
of the genuine within myself over the course of my research. In my purview, I do not view 
success merely by obtaining my PhD, or being called “Doctor.” These are mere titles that do not 
define the core of what I stand for or who I represent.  
I heard the sound of the genuine in most of the physicians that I interviewed. When all is 
stripped away, these individuals are in a working environment that they strive in. They hear the 
genuine within themselves to offer their humanity, a contribution to the thread of common good 
regardless of pay or status. I believe that hearing the sound of the genuine helps to navigate 
tough mental or psychological friction.  
I think that we all hear the sound of the genuine within ourselves, although we may hear 
it at different times in our lives. Others may hear it, but their minds are so cluttered with so many 




thoughts away from the sound of our genuineness, as social status, the chase of financial gains 
and the pursuit of climbing the corporate ladder overtake what and who we really are. What if 
we, as healthcare professions, can change the paradigm to enable us to use the self as a 
therapeutic tool, utilizing not only our knowledge of the biological aspects of a patient’s illness, 
but listening to the genuineness of our patient’s frailty, adjusting to the temporality of their, and 
our, meaning making of humanness. 
We Are Afraid of the Suffering That Leadership Implies 
The healthcare system is doing exactly what it’s designed to do, and the doctors are 
doing what they are educated to do. Unfortunately, they are not educated to have 
difficult conversations, or to help people yield things that cannot be changed, or help 
people to find perspective when there is suffering. These things are not taught in 
medical school and yet this is the subject matter in any clinic, any day of the year. (BJ 
Miller) 
Healthcare organizations do a great job of having their employees and management 
leadership training, even if the leadership training is short sided. Reflecting back on previous 
training that I have had makes me think that this training helped to serve an organization’s 
identity, not my own. I stated in Chapter III that the healthcare industry does not lend itself to the 
kind of leadership necessary for meditative thinking. There is a suffering that takes place when, 
for example, an expectant mother in labor that is overlooked while attached to monitors, instead 
of having someone at bedside during the course of childbirth.  
There are so many missed opportunities of the human essence and interaction that takes 
place in healthcare. These missed opportunities create scenarios in which patients become 
incidental to their disease. Our dependence on technology to analyze and track patient’s health 
statuses can hinder what we in healthcare were trained to do . . . help uplift and console our 
fellow brethren. I think that what ails us as healthcare leaders is that when we do receive the 




of training is not enough. We do ourselves a great disservice when we do not view the industry 
of healthcare as a phenomenon, rather than siloed circumstances. There is a wedge between the 
reality that healthcare leaders have and the reality of what we want, and that is where the 
suffering occurs. I believe that people who desire to become healthcare leaders mean well, but 
healthcare’s identity may not be conducive in allowing for new possibilities.  
The healthcare system is not designed very well, and with this mind, causes the exact 
suffering that current leadership training is trying to eliminate. It is not the healthcare industry’s 
fault, as I believe that there has been an underestimation of the need in how the public wants to 
hear from us. Healthcare professionals have witnessed the effects of patient’s being poor and 
sick, in pain and being near death and alone, often at the expense of missing our family’s soccer 
practices or dinners. There is not enough value placed on the humanity shared between 
healthcare giver and patient. 
Healthcare is charged with curing pathologies of the body of patients, and some of this 
curing involves one’s mental health. What about thinking about healthcare leadership, not from a 
caring perspective, but from a healing one? There must be pathways created for leaders to heal 
from well-intended, but often short-sided leadership training, leadership that allows us to design 
anew, and maybe design a healthcare identity with the unknown in mind. It is a reverse of what 
we are taught in the ever-knowable, objective environment of healthcare, but maybe not knowing 
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Appendix A: Interview Invitation Letter 
Hello, 
 My name is Eric Charlton, a student at Antioch University’s Leadership and Change PhD 
program. As part of my culminating research, I am collecting data to obtain different 
perspectives and interpretations of physician leaders’ lived experiences of self-concept. I am 
looking to interview primary care physicians from various backgrounds, that would like to share 
how their personal identity and self-concept has shaped their physician leadership. Thank you for 
your time and consideration.  
a. Please specify your ethnicity or what is your ethnicity (please circle)? 
 
• Caucasian 
• African American 
• African 
• Latino or Hispanic 
• Asian 
• Two or more ethnicities 
• Middle eastern/Arabic 
• Other 






• Prefer not to answer 
• Other____ 
c. What is your current age? (Please circle): 
• Below 18 
• 18 – 24 
• 25 – 34 
• 35 – 44 
• 45 – 54 
• 55 – 64 




The research participants must meet the following criteria: 
1. Have the responsibility of a physician working in urban community health centers.  
2. Have worked in urban community health centers for at least 5 years. 
3. Have responsibilities of managing and treating patients, including their symptoms. 





Appendix B: Second Contact Email Letter  
Dear  _______________ ,    
Thank you for replying and for your willingness to participate. I would like to set up a one-hour 
interview with you at a time that is convenient for you. At that time, I will review the research 
consent form with you and you will have the opportunity to ask me any questions you may have. 
You can decline or opt out at any point. If after reviewing the consent you are still willing to 
participate, then, you’ll sign the form and we will commence with scheduling the interview.   
These are time frames that I would be available. Please let me know if any of these times would 
work for you or if you need me to send more options.   
• [available times would go here]  
• [available times would go here]   
As I shared in prior communications, I am a PhD candidate studying in the Healthcare 
Leadership and Change program at Antioch University. My project purpose, ‘Self- Concept, 
Healthcare, and Leadership’, is focused on the manifestation of self-concept and identity, and its 
relationship that self-concept has on leadership behavior. I have chosen to interview physicians, 
like yourself, who work in urban community health centers for this level of research. You meet 
the inclusion criteria for my study. 
I will be asking you questions during our interview about your personal identity and self-
concept has shaped your physician leadership in an urban community health center. I will be 
interested in hearing your thoughts about your lived experiences in this unique work 
environment. 
Thank you so much for considering participation.  
Eric Charlton, MA, MHA  
PhD candidate Healthcare Leadership and Change program  




Appendix C: Interview Questions Guide 
     Theme                           Question prompt or probe 
Introduction 
 
Thank you for agreeing to this interview. As I mentioned when I 
reached out to you, I’m currently a graduate student of Antioch 
University’s Leadership and Change program, focused on different 
perspectives and interpretations of physician leaders’ lived 
experiences of self-concept. 
Illuminating Details a. What’s it like for you right now? 
b. Has it been like this for you before? 
c. When did it feel like before? 
d. What sustains you? 
Self- Concept 
 
Tell me about your initial journey of being a physician? 
a. How did you decide on choice of residence? 
b. Who influenced you on becoming choosing this career 
path? 
Physicians in Public 
Service Motivation 
 
How would you describe your motivation in choosing to practice in an 
urban community health center? 
 
a. Can you describe your earliest recollection of how you 
developed your motivation? 
Physicians in Urban 
Community Health 
Centers 
How have you grown working in an urban community health center? 






Appendix D: Research Proposal IRB Application 
1. Name and mailing address of Principal Investigator(s): 
Eric Charlton  
 
For faculty applications, Co-Principal Investigator(s) name(s): 
 
2. Academic Department:  
 
3. Departmental Status:  Student 
 
4. Phone Number: (a) Work   (b) Home  
 
5. Name & email address of research advisor:  Elizabeth Holloway 
 
a) Name of research advisor 
Elizabeth Holloway 
b) E-mail address of research advisor 
 
 
6. Name & email address(es) of other researcher(s) involved in this project:  
a) Name of Researcher(s) 
 
b) E-mail address(es) 
 
 
7.Project Title:  Self-Concept, Healthcare, and Leadership: Understanding the Phenomenology of 
Lived Experiences of Healthcare Leaders 
 
8.Is this project federally funded:  No 
Source of funding for this project (if applicable):  Self 
 
9.  Expected starting date for data collection:  11/15/2020 
 
10.  Expected completion date for data collection:  1/30/2020 
 
11. Project Purpose(s): (Up to 500 words) 
My project purpose, ‘Self- Concept, Healthcare, and Leadership’, is focused on the internal 
dynamics of leaders, such as past experiences, values, and culture, that makes one an effective 
leader. Notably, I am interested in the manifestation of self-concept and its relationship has on 
leadership behavior. I will only interview physicians who work in urban community health 
centers for this level of research. This information will be used as IRB criteria requirement part 
of research proposal and finalized written work. 
 
12. Describe the proposed participants- age, number, sex, race, or other special characteristics. 
Describe criteria for inclusion and exclusion of participants. Please provide brief justification for 




I plan to have a pool of ten physicians, with a maximum variation of demographics. They will 
have different characteristics, i.e. race, age, sex, etc. This variation is necessary for my research 
method. I have attached the Interview Invitation Letter for further detailed information. 
 
13. Describe how the participants are to be selected and recruited. (Up to 500 words) 
I will utilize an Interview Invitation Letter to select participants, using inclusion criteria. The 
inclusion criteria are based on age, ethnicity, gender, and time of service working in urban 
community health centers. I have attached the Interview Invitation Letter for further detailed 
information. 
 
14. Do you have a prior or current relationship, either personal, professional, and/or financial, 
with any person, organization, business, or entity who will be involved in your research? 
No 
 
15. Describe the process you will follow to attain informed consent. 
I will email the informed consent forms to participants after confirmation of participation. 
 
16. Describe the proposed procedures, (e.g., interview surveys, questionnaires, experiments, etc). 
in the project. Any proposed experimental activities that are included in evaluation, research, 
development, demonstration, instruction, study, treatments, debriefing, questionnaires, and 
similar projects must be described. USE SIMPLE LANGUAGE, AVOID JARGON, AND 
IDENTIFY ACRONYMS. Please do not insert a copy of your methodology section from your 
proposal. State briefly and concisely the procedures for the project. (500 words) 
Through a phenomenological approach, I plan to interview participants to gather their lived 
experiences. The interview study seeks to uncover the phenomena of self-concept, how they 
view the ‘conception of self’, and how it has influenced their physician leadership. The 
interview guide will have follow-up questions pertaining to one’s past experiences, how the 
construct of motivation has influenced them in their physician journey and working in an urban 
community health center. I have attached a copy of my Interview Question Protocol for further 
detailed information. 
 
17. Participants in research may be exposed to the possibility of harm - physiological, 
psychological, and/or social - please provide the following information: (Up to 500 words) 
a. Identify and describe potential risks of harm to participants (including physical, emotional, 
financial, or social harm). 
While there is always a potential risk of harm to research, there are no potential detrimental risks 
of harm to participants. Participants will be free to divulge any relevant personal information, 
while also free not to comment about a particular reflection.  
 
b. Identify and describe the anticipated benefits of this research (including direct benefits to 
participants and to society-at-large or others) 
Understanding leadership self-concept and identity manifestation may help to mitigate some of 
the country’s greatest healthcare issues, such as universal healthcare, global healthcare finance, 
and health equity, as providing another lens in which to ponder. Leadership is highly dependent 
on the leader’s frame of reference in making meaning, which in part, is a function of a leader’s 




embedded in how meaning is created in particular social contexts (Weathersby, 1981). The 
proposed research may possibly help the broader health community in the areas of work 
demands, motivation, altruism, and/or burnout. 
 
 
c. Explain why you believe the risks are so outweighed by the benefits described above as to 
warrant asking participants to accept these risks. Include a discussion of why the research 
method you propose is superior to alternative methods that may entail less risk. 
The phenomenological approach is the best method to this research, due to the variation of lived 
experiences, which vary from person to person. The benefits outweigh the risks of this study, as 
the risks are minimal. 
 
d. Explain fully how the rights and welfare of participants at risk will be protected (e.g., 
screening out particularly vulnerable participants, follow-up contact with participants, list of 
referrals, etc.) and what provisions will be made for the case of an adverse incident occurring 
during the study. 
The information revealed in the interview(s) will be kept in a secure place, that only I will have 
access to. as I will be the only interviewer. If I were to publish findings, I will obtain permission 
of participants. I also plan to follow up with participants after the interview process, to ensure 
compliance and ease of comfort of study. 
 
18. Explain how participants’ privacy is addressed by your proposed research. Specify any steps 
taken to safeguard the anonymity of participants and/or confidentiality of their responses. 
Indicate what personal identifying information will be kept, and procedures for storage and 
ultimate disposal of personal information. Describe how you will de-identify the data or attach 
the signed confidentiality agreement on the attachments tab (scan, if necessary). (Up to 500 
words) 
All participants will be de-identified, as no actual names will be used. All interview data will 
kept and stored in a confidential space that only I have access to.  
 
 
19. Will audio-visual devices be used for recording participants? Will electrical, mechanical 
(e.g., biofeedback, electroencephalogram, etc.) devices be used? (Click one)  
If YES, describe the devices and how they will be used:  
I will use an audio voice recorder. 
 
20. Type of Review:  Expedited 
 
Please provide your reasons/justification for the level of review you are requesting. 
I am requesting an expedited review due to the nature of the data collected is relatively low-risk. 
 
This research has been approved for submission by my advisor and by others as required by my 
program (e.g., my departmental IRB representative, thesis or dissertation committee or course 






21. Informed consent and/or assent statements, if any are used, are to be included with this 
application. If information other than that provided on the informed consent form is provided 
(e.g. a cover letter), attach a copy of such information. If a consent form is not used, or if consent 
is to be presented orally, state your reason for this modification below. *Oral consent is not 
allowed when participants are under age 18. 
 
 
22. If questionnaires, tests, or related research instruments are to be used, then you must attach a 
copy of the instrument at the bottom of this form (unless the instrument is copyrighted material), 
or submit a detailed description (with examples of items) of the research instruments, 
questionnaires, or tests that are to be used in the project. Copies will be retained in the permanent 
IRB files. If you intend to use a copyrighted instrument, please consult with your research 
advisor and your IRB chair. Please clearly name and identify all attached documents when you 
add them on the attachments tab. 
 
 
I have agreed to conduct this project in accordance with Antioch University’s policies and 
requirements involving research as outlined in the IRB Manual and supplemental materials. 





Appendix E: Informed Consent Form 
       Antioch University 
This informed consent form is for nurses, who we are inviting to participate in a research project 
titled ‘Self-Concept, Healthcare, and Leadership: Understanding the Lived Experiences of 
Physician Leaders in Urban Community Health Clinics.’ 
 Name of Principle Investigator: Eric Charlton 
Name of Organization: Antioch University, PhD in Leadership and Change Program  
Name of Project:  Self-Concept, Healthcare, and Leadership: Understanding the 
Phenomenology of Lived Experiences of Healthcare Leaders 
         You will be given a copy of the full Informed Consent Form  
Introduction  
I am Eric Charlton, a student in Leadership and Change PhD program. As part of this degree, I 
am completing a project to obtain different cultural perspectives and interpretations of physician 
leaders’ lived experiences of self-concept. I am going to give you information about the study 
and invite you to be part of this research. You may talk to anyone you feel comfortable talking 
with about the research, and take time to reflect on whether you want to participate or not. You 
may ask questions at any time.  
Purpose of the research  
The purpose of this project is to fully explore physicians’ reflections on the role of their self-
concept (identity) in leading within an urban community health center. My study aims to identify 
a purposeful sample of physician leaders, with different cultural characteristics and identities 
including such attributes of race, gender, age and/or ethnicities, in community health centers in 
the Dayton-Cincinnati, Ohio region. 
 Type of Research Intervention  
This research will involve your participation in a narrative style interview, where your insights, 
reflections, and experiences will be valuable. Each of these interviews will be tape recorded 
solely for research purposes, but all of the participants’ contributions will be de-identified prior 
to publication or the sharing of the research results, unless permission is granted by participant. 
These recordings, and any other information that may connect you to the study, will be kept in a 
locked, secure location, known only to myself to ensure confidentiality.  
Participant Selection  
You are being invited to take part in this research because unique role within a specified 
healthcare environment. You should not consider participation in this research if it is in conflict 
with your ethics or moral obligation.  




Your participation in this study is completely voluntary. You may choose not to participate. You 
will not be penalized for your decision not to participate or for anything of your contributions 
during the study. You may withdraw from this study at any time.  
Risks  
No study is completely risk free. However, I do not anticipate that you will be harmed or 
distressed during this study. You may stop being in the study at any time if you become 
uncomfortable. If you experience any discomfort as a result of your participation, I will not use 
the information you provided in this interview. 
Benefits  
There will be no direct benefit to you, but your participation may help others in the future.  
Reimbursements 
 You will not be provided any monetary incentive to take part in this research project.   
Confidentiality  
All information will be de-identified, so that it cannot be connected back to you, unless you grant 
permission. If you don’t NOT grant permission, your real name will be replaced with a 
pseudonym in the write-up of this project, and only the primary researcher will have access to 
the list connecting your name to the pseudonym. This list, along with tape recordings of the 
discussion sessions, will be kept in a secure, locked location.  
Limits of Privacy Confidentiality 
 Generally speaking, I can assure you that I will keep everything you tell me or do for the study 
private. Yet there are times where I cannot keep things private (confidential). The researcher 
cannot keep things private (confidential) when:  
• The researcher finds out that a child or vulnerable adult has been abused;  
• The researcher finds out that that a person plans to hurt him or herself, such as commit  
    suicide; and, 
• The researcher finds out that a person plans to hurt someone else,  
There are laws that require many professionals to take action if they think a person is at risk for 
self-harm or are self-harming, harming another or if a child or adult is being abused. In addition, 
there are guidelines that researchers must follow to make sure all people are treated with respect 
and kept safe. In most states, there is a government agency that must be told if someone is being 
abused or plans to self-harm or harm another person. Please ask any questions you may have 
about this issue before agreeing to be in the study. It is important that you do not feel betrayed if 





The primary researcher, Eric Charlton, reserves the right to include any results of this study in 
future scholarly presentations and/or publications. All information will be de-identified prior to 
publication, unless permission is granted.  
Right to Refuse or Withdraw  
You do not have to take part in this research if you do not wish to do so, and you may withdraw 
from the study at any time.  
Who to Contact  
If you have any questions, you may ask them now or later. If you have questions later, you may 
contact Eric Charlton. If you have any questions about your rights as a research participant, you 
may contact the chair of our Institutional Review Board, Dr. Lisa Kreeger. This proposal has 
been reviewed and approved by the Antioch Institutional Review Board (IRB), which is a 
committee whose task it is to make sure that research participants are protected. If you wish to 
find out more about the IRB, contact Dr. Lisa Kreeger. 
 
 DO YOU WISH TO BE IN THIS STUDY? 
 I have read the foregoing information, or it has been read to me. I have had the opportunity to 
ask questions about it and any questions I have been asked have been answered to my 
satisfaction. I consent voluntarily to be a participant in this study.  
Print Name of Participant___________________________________  
Signature of Participant ____________________________________  
Date ___________________________  
       Day/month/year  
 
CONSENT TO BE AUDIOTAPED IN THIS STUDY 
 I voluntarily agree to let the researcher audiotape me for this study. I agree to allow the use of 
my recordings as described in this form.  
Print Name of Participant___________________________________  
Signature of Participant ____________________________________  
Date ___________________________  






To be filled out by the researcher or the person giving consent:  
I confirm that the participant was given an opportunity to ask questions about the study, and all 
the questions asked by the participant have been answered correctly and to the best of my ability. 
I confirm that the individual has not been coerced into giving consent, and the consent has been 
given freely and voluntarily.  
A copy of this Informed Consent Form has been provided to the participant.  
Print Name of Researcher/person giving consent_______________________________  
Signature of Researcher /person giving the consent________________________________  
Date ___________________________ 





Appendix F: Thank You—Did Not Meet Form 
Thank You Letter 
Dear  _______________ ,    
Thank you for replying and for your willingness to participate. While I would like to include 
everyone who responded to my initial invitation letter, this is a small scale study and only 
required 10 participants. 
I appreciate your willingness and positive response to participate. If you would like an summary 
of my findings once the study is completed, please provide your email address in reply email. 
Warm Regards, 
Eric Charlton, MA, MHA  
PhD candidate Healthcare Leadership and Change program  
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